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URINARY RETENTION—ITS SIGNIFICANCE AND TREATMENT 


BY JOHN H. CUNNINGHAM, M. D., BOSTON 


In considering the subject of urinary reten- 
tion before this meeting, the desire is to convey 
the conception of its meaning in its broadest 
sense. It is a subject which concerns not only 
the genito-urinary surgeon but has its place in 
all forms of surgery and medicine, because of 
the fact that the kidneys are of primary im- 
portance in the process of elimination, and any 
impairment of their function has a direct bear- 
ing upon the outcome of any major operation 
or serious illness. 

Because I have been convinced that the gen- 
eral surgeon and the surgeons of the various 
specialties which deal with diseases entailing 
a threatening mortality may not have a concise 
understanding of the dangers of urinary re- 
tention, I wish at this time to attempt to con- 
vey what I believe the conception of this con- 
dition should be; the means of detecting it; and 
the measures which should be employed to com- 
bat it. 

The investigations in the field of urology 
have already given much to the general profes- 
sion. Pathological elements in the urine have 
been traced to lesions in the bladder, ureter, or 
kidneys by eystosecopy, ureter catheterization 
and pyelography; other lesions by X-Ray 
alone. By the same means pain in the back, 
and especially in the right upper quadrant of 
the abdomen has, even with an essentially nor- 
mal urine, often been correctly attributed to a 
renal lesion, most often, however, only after 
treatment along orthopedic lines, or after mis- 
directed abdominal operations, especially upon 
the gallbladder and appendix. 

Renal function tests, either giving the com- 
bined renal value, or the comparative value of 
the kidneys by employing ureter catheteriza- 
tion, have become primary diagnostic proce- 
dures. Blood chemistry combined with these 
funetion tests has made possible a great ad- 
vanee in accurately establishing the degree of 
renal damage. 

These diagnostic features are no small con- 
tribution to the advance of modern surgery, 
and are perhaps the basis for the contribution 
which the urologist has given to general medi- 
cine in establishing the importance of saturat- 


ing the body with water in all diseases which 
have infection or toxemia as their origin, in or- 
der to promote elimination through kidney ac- 
tivity. 


While the genito-urinary surgeon is con-. 


cerned particularly with the means of combat- 
ting a toxemia, usually referred to as uremia, 
dependent upon urinary retention, the princi- 
ple of kidney elimination in all forms of tox- 
emia and sepsis by forcing fluids to the phys- 
iological limit, and thus promoting kidney 
secretion and elimination, has become more gen- 
erally appreciated. | 

It is my feeling, however, that while these 
general principles are acknowledged, the com- 
plete significance of urinary stasis, in its broad- 
est sense, is not yet fully appreciated in gen- 
eral surgery and medicine. 

Urinary retention, with which we are con- 
cerned at this time, implies stasis within the 
urinary system, produced not only by obstruc- 
tion at some level within the urinary tract, but 
by defects in the kidney eliminating functions, 
from whatever cause. It is most commonly 
produced by prostatic obstruction, either be- 
nign or malignant, but it may have its origin 
in any other obstruction of the bladder outlet, 
such as bladder neoplasm or foreign body, stric- 
ture of the urethra; and ureter and kidney 
defects. 

These latter conditions may produce the same 
problem, but usually to a lesser degree, because 
they are less insidious in their development 
than prostatic obstruction, and because the pa- 
tients are usually younger and their general 
condition therefore usually less impaired than 
in the prostatic group. 

Renal urinary retention, dependent upon 
ureteral stones, strictures, kinks or aberrant 
blood vessels, or lesions in the kidney, produces 
the same general problem of renal impairment 
as does obstruction in the lower urinary tract, 
except that these lesions are often unilateral, 
and with the presence of a healthy opposite kid- 
ney may not be expected to exert so profound 
an effect as when both kidneys are damaged. 

No matter how urinary retention is produced, 
whether by obstruction in the lower urinary 
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tract, or in the ureter or kidneys, the effect is 
renal impairment, varying only in degree. The 
important feature is that with renal impair- 
went there results faulty renal elimination, the 
degree of which must be determined by the va- 
rious renal function tests. 

With impairment of the renal activity, the 
kidney is unable to take from the blood stream 
the nitrogen waste products in the same degree 
that it does when in a normal state, and the 
amount of the retained nitrogen within the 
blood may be accurately estimated by blood 
chemistry. 

Because of faulty renal secretion there re- 
sults an increased demand upon the circulatory 
system, and the cardio-renal complex, due to 
damaged kidneys, so well recognized in certain 
forms of kidney disease, results. This change 
in the circulation is, however, but seldom appre- 
ciated as dependent upon urinary retention, 
and the high blood pressure commonly asso- 
ciated with urinary retention due to prostatic 
obstruction, for example, has too often been as- 
cribed entirely to blood vessel changes incident 
to age, when in reality it may depend in large 
measure upon damaged kidneys. 

The influence of urinary retention upon the 
circulation was recently pointed out by O’Conor 
(Arch. Surg.. Sept. 1920, and Jour. Urolog., 
1923, X 135. This contribution, now corrob- 
orated by many observers, is fundamental in 
its importance. It is now appreciated that ob- 
struction anywhere in the urinary tract may be 
considered as a cause per se of a high blood 
pressure and increased cardiac burden. 

In addition to the deleterious effect on the 
circulation, particularly the myocardium, 
there occur the more indirect manifestations, 
in the gastro-intestinal and nervous systems, 
all of which may be recognized as signs of 
uremia. 

It is this series of changes that make an in- 
dividual a poor surgical risk, no matter for 
what reason surgical intervention is under- 
taken; and the failure to recognize renal im- 
pairment, especially in patients of advanced 
years, may be held responsible for many deaths. 

Renal function tests and blood chemistry are 
now at the disposal of all, quite as much as 
urinalysis and blood pressure determinations, 
and should be a part of the pre-operative in- 
vestigation of every patient, where there is the 
slightest reason to suspect diminished renal ef- 
ficiency. If this principle is adhered to there 
will be fewer unexpected and perhaps unex- 
plained fatalities following surgical  pro- 
cedures. 

Urinary retention, of any type, once recog- 
nized, requires primarily the relief of the ob- 
struction, to permit the kidneys to regain, as 
far as possible, their normal function. Any- 
thing done to support the kidneys and cireula- 
tion, without first ‘removing the cause of urin- 
ary stasis by some means, non-operative or 


operative, will result in transitory benefit or 
complete failure. 

In connection with prostatic obstruction, the 
most common lesion producing urinary obstruc- 
tion, the secondary changes in the kidney and 
the circulatory system, have come to be quite 
generally appreciated; and the surgeon has 
come to the realization that relief of the ob- 
struction by constant drainage, either attained 
by an indwelling catheter or by suprapubic 
cystotomy, is the means to the end of bring- 
ing about renal and circulatory adjustment. 

This has become so well established that the 
sequence of thought in connection with pros- 
tatie obstruction should be: a resulting blad- 
der residual urine producing kidney back 
pressure and consequent deficient renal elimina- 
tion; which in turn causes retention of waste 
nitrogen products in the blood, and resulting 
in increased activity on the part’ of the circu- 
latory system, particularly the heart, in its en- 
deavor to compensate, by greater activity, for 
the inability of the kidneys to do their work. 

Having removed the obstruction wherever 
located, and so having overcome stasis, the kid- 
neys are permitted to regain efficiency com- 
mensurate with the degree of damage they have 
sustained. Other measures may then be em- 
ployed to aid in the process of recovery. Pri- 
mary in this connection is saturating the body 
with fluids to the physiological limit; by mouth 
when possible, and when not, by the duodenal 
tube by rectum, sub-cutaneously, or intraven- 
cusly. 

By saturating the body with fluids to the 
physiological limit is meant to the point just be- 
low its reflection upon the circulatory system. If 
the physiological limit is exceeded, edema will 
result, and is evidence that the kidneys are 
eliminating to their maximum ability. One 
hundred ounces in twenty-four hours may be 
regarded as a minimum allowance, and with 
rare exceptions the intake may safely range be- 
tween one hundred and fifty and two hundred 
ounces. 

In the presence of circulatory deficiency, 
marked by the usual signs of decompensation, 
and in particular by the diminished secretion 
of urine because of failing circulation, digitalis 
becomes of the greatest value. It supports the 
myocardium and raises the blood pressure, and 
in consequence the kidneys secrete with greater 
activity. Thorough digitalization of this type 
of patient is a measure of the greatest impor- 


tance, and one which is too often neglected. 


Faulty kidney secretion and faulty cardiac ae- 
tivity may further be improved by the use of 
caffein, preferably in the form of eaffein 
sodio-benzoate; and the free drinking of cof- 
fee, tea and cocoa finds a place in the treat- 
ment not only as a food and fluid, but also as a 
cardiae and renal stimulant. 

The employment of urinary antisepties in the 
presence of infection, and also as a prophylactic 
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measure, is helpful. It must be realized, how- 
over, that if urinary antiseptics are used they 
must be given in large doses, as their antiseptic 
action on the urinary tract will be greatly di- 
minished in the presence of a large fluid intake. 
They should not be continued if they disturb 
digestion, and certainly should not be contin- 
ned under this circumstance at the sacrifice of 
Huid. Hexamethylenamin is still the best avail- 
able urinary antiseptic and should be given 
alone in the presence of an acid urine, and if 
the urine is alkaline should be combined with 
enough acid sodium phosphate to render the 
urine acid, as Hexamethylenamin has no anti- 
septic value except when the urine is in an 
acid state. 

In conclusion it is hoped that I have given 
a conception of what urinary retention is in its 
broad sense. I have tried to describe how it 
is dependent upon stasis in any part of the urin- 
ary tract, and that such stasis, alone or asso- 
ciated with renal infection, results in faulty 
kidney elimination; that in consequence waste 
nitrogen produets accumulate in the blood; and 
that renal deficiency throws extra work upon 
the eireulation. 

The means of recognizing this combination of 
conditions is available by a careful complete 
examination of the urinary tract and its secre- 
tion; by blood chemistry and renal function 
tests; and by investigation of the circulatory 
system. 

The treatment is directed primarily towards 
relieving the obstruction and stasis, either by 
non-operative or operative means; that the kid- 
neys may be improved by appropriate meas- 
ures after the stasis has been relieved; and 
these measures include forcing fluid intake, 
catharsis, circulatory support, and the use of 
antiseptics. 


Dr. Ricuarp F. O’New, Boston: Dr. Cun- 
ningham’s paper is very suggestive and, taken 
in its broad sense, means the application of the 
principles employed for a long time in urolog- 
ical surgery—particularly that of the prostate 
—and to surgery in general, in the presence of 
renal embarrassment. | 

There are many cases requiring operations 
which have some concomitant lesion of the kid- 
ney or bladder, resulting in faulty renal elimi- 
nation, which makes them poor risks for anaes- 
thesia and surgery. Such cases require more 
than a routine examination of the urine. They 
should have renal function tests and blood 
chemistry estimations. In fact, these tests are 
Within the seope of every well-equipped labo- 
ratory and should be routine in every operative 
cause. If the phthalein output is low, and the 
N. P, N. high, or both, suitable measures should 
he instituted to overcome toxemia and increase 
elimination. These, as Dr. Cunningham has 
said, consist in ‘‘inerease in amount of fluids, 
diuretics, and digitalis—and, in some cases, 


drainage.’’ The application of these princi- 
ples to the reéstablishment of the balance be- 
tween the circulatory and renal systems in the 
retention, both renal and vesical, of prostatic 
obstruction is too well known to require further 
comment. 

I believe that some of the unexplained post- 
operative deaths, and many of the so-called 
stormy econvalescences marked by  hiceough, 
vomiting, distention, disorientation, ete., are 
due to a more or less unrecognized uremia, and 
that such dangers can be greatly minimized by 
eareful pre-operative study and treatment of 
urinary tract. 


Dr. Joun W. Providence: Dr. Cun- 
ningham has given us some.very valuable views 
which we may well take to heart. The fact 
that elimination of poisons can be effected by 
the kidneys, by the intestines, by the respira- 
tory tract and by the skin should be kept in 
mind. We should not alone cause elimination 
through the kidneys, but also by free saline 
eatharsis and attention to the skin. This is 
one very important phase which is often dis- 
regarded. 

With reference to the effect of retention I 
have in mind a man whom I saw recently. I 
first attended him eight years ago.. He was 
sent by his physician who lived some twenty 
miles away. The doctor told me he had can- 
eer of the stomach. The man had lost forty 
pounds and had been unable to keep any fluid 
in the stomach for eight weeks. When I ex- 
amined him, I noticed that there was a promi- 
nence over the pubes which to the hand felt 
like a large fibroid. I thought he had reten- 
tion of urine and eatheterized and found that 
that was the cause of this great mass felt above 
the pubes, although he had told me he never 
had any trouble, and that his urine often came 
too freely. I concluded he had retention of 
urine. I then examined his prostate and found 
he had a very large one; so I inserted an in- 
dwelling catheter, and he never vomited after 
the urine was withdrawn. Within a short time 
we were able to do a suprapubic operation for 
drainage, draining him for about ten days; then 
we removed his prostate. But to look at him, 
with his loss of forty pounds and his ecachetic 
appearance, one would think that he had can- 
eer of the stomach. One should not only inves- 
tigate the urinary tract but other organs. It is 
a pleasure for me to find, at this period of med- 
icine when specialists are confining themselves 
too exclusively to one part of the human body, 
Dr. Cunningham emphasizing the study of the 
circulation and the heart and urging that at- 
tention be paid to other parts of the body as 
well as the urinary tract. 


Dr. Jonn H. Cunninauam (closing): The 
real message which I have tried to weave into 
this paper has two particular points. One is 
that any patient, who is to undergo a surgical 
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procedure in which there are signs of acute or 
chronic uremia, should have employed the 
usual methods to determine the renal status by 
renal function tests and blood chemistry. The 
failure to appreciate chronic uremia is not in- 
frequently a matter of serious consequence in 
conjunction with other maladies. 

The other point was illustrated this morning 


by Dr. Kelley, who fed his peritonitis patient 
large amounts of water through the duodenal 
tube. The saturation of the body with fluids 
to promote renal elimination in cases of sepsis 
or toxemia from any cause, I think may be con- 
sidered one of the most important contributions 
which the urologist has given to general med- 
icine, 


ORIGINAL 


ARTICLES 


BLADDER INVOLVEMENT IN DIVERTICULITIS OF THE SIGMOID* 


BY FLETCHER H. COLBY, M. D., BOSTON, MASS. 


WITHIN recent years diverticulitis of the sig- 
moid has been recognized as an important sur- 
gieal problem. Medical literature contains 
numerous descriptions of the condition. Little, 
however, has been written concerning the im- 
portance of diverticulitis to the urologist 
through the involvement of the urinary blad- 
der. It is from this aspect that we wish to 
discuss diverticulitis, illustrating certain of its 
features by two recently treated patients. 

Although the disease may occur in any por- 
tion of-the large or smal! bowel, we shall con- 
fine our consideration of the condition to its 
presence in the sigmoid, where it is found with 
greatest frequency. The pathological changes 
are so often limited to this one region that the 
term diverticulitis generally refers to diverti- 
culitis of the sigmoid. Acquired, or false 
diverticula, differ from the congenital variety 
of sac in that the latter is usually of a larger 
size and has a wall composed of all the intesti- 
nal layers. 

By a weakening in the walls of the sigmoid 
small hernial outpocketings of the mucosa oe. 
eur A favorite place for these protrusions is 
in the appendices epiploicae. These protru- 
sions may number from one to a hundred, or 
more, and vary from microscopic size to one 
or two centimeters in diameter. Seldom do 
they attain any considerable individual dimen. 
sions. Their presence may be very difficult. te 
detect, because of their not infrequent ¢Xtreme 
minuteness. Gas within the bowel and an ae- 
cumulation of intestinal contents within. the 
sacs causes them to enlarge gradually. The 
muscle layer becomes thinned out to complete 
obliteration, so that only an atrophied mucosa 
and peritoneal covering remain. One to sev- 
eral inches of the sigmoid may be studded with 
diverticula. Often they stop abruptly at the 
rectum, perhaps because of the stronger mus- 
eilature this strueture. Inflammatory 
changes are prone to take place due to the stag- 
nation of fecal material in the saes. favoring 


*From the Urological Clinie of the Peter Bent Brigham Hos. 
pital. 


the formation of pus and abscesses. — Asso- 
ciated with this process there is often present 
an inflammation of the surrounding tissues, a 
peridiverticulitis. There results very marked 
increase in connective tissue, and the gradual 
growth of an appreciable tumor. Dense adhe- 
sions are formed through which an abseess may 
burrow to adjacent, organs, causing fistulae in- 
to adherent bowel or other neighboring strue- 
tures. In a considerable number of eases such 
fistulae occur between the bowel and the blad- 
der. 

The frequency of such fistulae is shown in the 
series of three hundred and twenty-four cases 
reported by Maxwell Telling and Gruner in 
which there were thirty-eight instanees of blad- 
der fistulae, twenty-five of which were of cer- 
tain, and thirteen of very probable diverticular 
origin. The same authors mention another se- 
ries of two hundred and eighty eases of diver- 
ticula in which there were thirty-three in- 
stanees of adhesions between the bladder and 
intestines, 

The forms of the disease have been classified 
as follows: 

Diverticulosis: to denote the grouping of 
the small inflamed saes in a portion of the 
bowel. 


2. Diverticulitis: the inflammatory reaction 
within the saes, 
4. Peridiverticulitis: the surrounding inflam- 


matory reaction of three common varieties. 
(a) Fibroplastic, with the formation of a 
tumor mass. 
(b) Suppurative. 
(ec) Perforating, with bladder fistula 
and generalized peritonitis. 
Diverticulitis is usually a disease of adult 
life, found most frequently in well conditioned 
or even obese individuals who are for the most 
part beyond middle age. It is far more ecom- 
mon in men than in women. The symptoms 
are characteristically varied, as is to be expect- 
ed from the multiplicity of the lesions, being 
subacute or chronic, with exacerbations and re- 
missions constituting a feature of the disease. 
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The simple, uninflamed diverticular sacs cause 
no symptoms, but with the advent of inflamma- 
iory changes, symptoms arise. Vague abdom- 
inal uneasiness increasing to actual pain in the 
lower quadrant of the abdomen may be the pa-- 
tient’s first complaint. Tenderness in this re- 
vion, leucocytosis, and a moderate amount of 
fever, have occasioned the diagnosis of left 
sided appendicitis in a number of cases. The 
presence of a smooth, tender, sausage-shaped 
tumor mass in the region of the colon or sig- 
moid may be detected on palpation. The mass 
may disappear, with a cessation of symptoms in 
the favorable event of the draining of an ab- 
sess into the lumen of the bowel, or the dis- 
charge of a fecal accumulation. Marked loss of 
weight or any degree of emaciation is not the 
rule even in the chronic eases. In fact, suffer- 
ers from diverticulitis are usually well nour- 
ished, except in those instances where periton- 
itis or other severe secondary, changes are 
present. Periods of constipation may alternate 
with diarrhea or the passage of large quantities 
of gas. In the chronic cases a narrowing to 
occlusion of the bowel causes a persistent con- 
stipation, or total obstruction. When the in- 
flammatory mass adheres to the bladder, there 
arises at first a vesical irritability with in- 
creased frequency of urination. Actual com- 
munication between the bowel and bladder re- 
sults in the passage of gas and feces through the 
urethra, and causes marked cystitis accompa- 
nied by periodie attacks of frequent and pain- 
ful urination. Pneumaturia is a characteristic 
sign of the establishment of a fistula, and occurs 
in but few other conditions, among which are 
the fermentation of urine containing sugar, 
cystitis caused by gas forming bacteria, and 
malignant disease with erosion involving the 
bladder and intestines. 

The intestinal symptoms which occur in di- 
verticulitis with a vesico-sigmoidal fistula may 
easily be overshadowed by those of the marked 
bladder inflammation. Vague abdominal dis- 
iress may or may not have been previously pres- 
ent. Thus the history is often of little help in 
making the correct diagnosis. Careful cys- 
toscopie examination sometimes reveals only 
the presence of severe generalized cystitis, a 
foul urine full of pus, and a bladder mucosa 
that is intensely inflamed without any definite 
sign of a fistulous opening. On the other 
hand, the mouth of the fistula may be observed 
in the mucosa with gas issuing from it into the 
bladder. Together with the cystitis there is 
‘requently found a pyelitis of one or both kid- 
nevs. It is an easy mistake to consider the in- 
fection in the renal pelves as the underlying 
cause of the cystitis. But of course measures 
which ordinarily give relief in an infection lim- 

ed to the urinary tract will fail to have any 
‘asting effect on the chronicity of a cystitis due 
io a fistulous communication with the bowel. 


X-ray studies of the gastro-intestinal tract, 
especially the barium enema, by filling the sacs, 
frequently reveal the presence of diverticula. 
In the symptomless diverticulosis, the peduncu- 
lated sacs filled with the opaque substance are 
sometimes found by accident in the course of a 
routine study of the gastro-intestinal tract, 
where other pathological processes are present 
or suspected. Because the communication be- 
tween the bowel and the bladder may be very 
small, it is unlikely that there will be any 
x-ray evidence of such a fistula. Remnants of 
the barium are sometimes passed in the urine 
several hours after the enema. This occurred 
in our cases, and served in itself to verify the 
diagnosis. 

The question of the presence of carcinoma is 
one which usually arises when one has to deal 
with diverticulitis and a correct predperative 
differentiation between the two conditions may 
be impossible. In twenty-seven eases of diverti- 
culitis reported by Mayo cancer was present in 
seven. The long duration of symptoms, together 
with the condition of the patient, is against 
malignant disease in these cases. Examination 
of the bowel with the sigmoidosecope and the 
x-ray aid in making the diagnosis. When a 
vesico-sigmoidal fistula exists, cystoscopie exam- 
ination is of great help in differentiating the 
sunple inflammatory fistula from the irregular, 
infiltrated tract caused by cancer. 

The treatment of diverticulitis and its asso- 
ciated lesions is surgical. The type of opera- 
tion depends upon the nature of the lesions, no 
one operation being suitable for all varieties of 
the disease. In the obstructing form of this 
condition, where peridiverticulitis is present 
with a dense fibrous tumor mass, resection and 
anastomosis are demanded. Some eases lend 
themselves to simpler measures, but the diffi- 
culties which are encountered in undertaking a 
plastic operation on the diseased bowel may be 
insurmountable. 

In order to give the diseased structures a com- 
plete rest, a preliminary colostomy or cecostomy 
should be performed. Colonie irrigations 
through the artificial opening aid in clearing 
out the affected sigmoid and diminish the in- 
flammation. Cases of a rather mild degree of 
involvement not infrequently have been cured 
in this manner, a secondary closure of the stoma 
being made when the symptoms have ceased. 
After colostomy or cecostomy, the diseased por- 
tion of the sigmoid may be resected and an an- 
astomosis made with some assurance of success. 
The colostomy may be closed when there is evi- 
dence that the anastomosed bowel has healed, 
such evidence being obtained by means of rectal 
irrigations or barium enemas. Where a fistu- 
lous communication with the bladder or other 
organ has existed, a repair and closure is made _ 
coincident with tie resection and anastomosis. 
The preliminary colostomy serves the purpose 
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of deflecting the fecal current from its ordinary 
channel and prevents infeeted material from 
coursing any longer through an existing fistu- 
lous tract. In patients with vesico-intestinal 
fistula the inflamed bladder is thus given an 
opportunity to heal and the eystitis rapidly dis- 
appears. 

The following two cases are illustrations of 
diverticulitis of the sigmoid with bladder in- 
volvement, and bring out some of the points of 
the foregoing discussion. 

Case I. Surg. No. 12785. A civil engineer, 
67 years old, in good general condition, was ad- 
mitted to the hospital complaining of cloudy 
urine. He had always been well until three 
weeks previously when his urine had become 
foul and had contained brown, flaky material. 
Except for a period of burning urination dur- 
ing the first week, he had had no discomfort, 
and there had been no symptoms referable to 
his gastro-intestinal traet except constipation 
in the past. 

Examination showed a patient in good physi- 
eal condition who had lost no weight. An in- 
definite, non-tender mass was felt in the left 
lower quadrant of the abdomen. — Ilis pulse, 
temperature, and respirations were normal. 
The urine contained a large amount of pus. Th: 
blood Wassermann was negative. Cystoscopie 
examination showed a bladder mucosa that was 
everywhere acutely inflamed. The base of the 
bladder appeared raised above its usual level, 
and in the midline was a small, discrete, red- 
dened area of mucosa with oedematous edges. 
A bilateral pvelitis was present. Under the im- 
pression that this was an instance in which the 
bladder was involved secondarily to infeeted 
kidneys, lavage of the renal pelves and bladder 
was instituted. There was no appreciable im- 
provement in the patient’s symptoms. It was 
observed that the urine was becoming more foul, 
and that it contained brown, fecal material 
after the patient had had a bowel movement. 
Cystoscopy was again undertaken under the 
impression that a communication existed be- 
tween the bowel and the bladder. No fistula 
was seen, however, and a eystogram failed to 
show any sinus tract leading from the bladder. 
A barium enema was then given which showed 
a definite irregularity in a segment of the low- 
er sigmoid just above the bladder. Several 
hours after the barium enema, barium was pres- 
ent in the voided urine. Beeause of the acute 
onset of the patient’s svmptoms, the palpable 
mass in the region of the large bowel, and the 
x-ray evidence, it was thought that the patient 
had cancer of the sigmoid. An exploratory 
operation revealed a mass at the beginning of 
the sigmoid which was not at all characteristic 
of malignant disease. A preliminary colostomy 
was performed as a preparatory measure. Ten 
days later the abdomen was again opened and a 
more thorough examination made. The sigmoid 


was found to be involved by a mass inflam- 
matory in appearance, with several diverticular 
tabs. The intestine was thickened for about 
two inches and was adherent to the bladder. 
Upon separating the bladder from the intestine, 
a small fistulous tract between the two was 
found. The bladder end of the fistula was 
closed. The bowel was thickened on its outer 
surface and the lumen narrowed so as to barely 
admit the little finger. The thickened portion 
was excised, and then it was decided that a 
plastie repair could be satisfactorily done. 
The exciscd elliptical opening in the bowel 
was closed after the manner of a Heinike- 
Mickulicz plastic on the pylorus, so that a 
good lumen resulted. In order to give the 
repaired bowel a chance to heal and become 
tight, the colostomy was left open. The patient 
made an excellent recovery from the operation, 
and convalescence was without untoward event. 
Ile was discharged in good condition twenty- 
four days after the second operation. Two 
weeks iater the patient returned and the 
colostomy was successfully closed. When he 
was seen two months after discharge from the 
hospital he was in excellent general condition. 
Again, six months later, the patient reported. 
He had gained fourteen pounds, and felt and 
looked generally much beiter. Although his 
urine was still cloudy, his bowels were acting 
normally, and he was free from symptoms. 
Case I]. Surg. No. 12948. A seeond ease of 
the same nature was that of a tailor of 64 who 
complained of backache and cloudy urine. 
Since a severe attack of ‘‘grippe’’ eighteen 
months previously, he had had frequent and 
urgent urimation, with foul urine. In every 
other particular he felt well. A short time 
after the onset of the bladder symptoms he be- 
gan to pass gas by urethra. The bladder trouble 
was intermittent in character, growing 
progressively worse. Ile had had no gastro- 
intestinal symptoms worthy of note. Physi- 
cally he appeared in good general condition, 
although there was a moderate degree of 
arteriosclerosis, a right-sided epididymitis, and 
tenderness in the region of the right kidney. 
His pulse, temperature, and respirations were 
normal. A slight leueocytosis was present, and 
the urine contained pus in abundance. Cystos- 
copie examination showed a subacute cystitis 
and a right pyelitis, due to the bacillus eoli. 
X-ray showed no sign of stone or abnormality 
in the outline of the renal pelvis. The ease was 
thought to be one of pyelitis with secondary in- 
volvement of the bladder. The patient was 
started on a course of pelvic lavage which re- 
sulted in a prompt improvement in the symp. 
toms. This improvement continued for a short 
time, but the symptoms of bladder infection 
soon reappeared. Because he continued to pass 
gas by urethra the existence of a communica- 
tion between the bladder and the intestinal 
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tract was suspected. Barium studies were 
made and revealed a definite irregularity in 
the pelvic portion of the sigmoid with numer- 
ous diverticular outpocketings. A few hours 
after the patient had been given a _ barium 
enema, barium was passed by urethra. Thus, 
a fistula between bladder and bowel was defi- 
nitely proved to exist. Cystoscopy was again 
performed, and showed a small, punched-out, 
inflamed area in the posterior wall of the blad- 
der; undoubtedly the opening of a vesicosig- 


Both of these cases are examples of the insid- 
iousness with which diverticulitis may develop. 
They further illustrate, in a striking manner, 
the fact that there may be nothing in the past 
history of the patient to suggest a lesion of the 
gastro-intestinal tract, the symptoms which 
bring the patient to medical attention being 
those due to secondary pathological changes. 
In the two examples which we have cited these 
symptoms were entirely of the urinary tract. 
In such eases the correct diagnosis may be 


CUT 1. Mass removed at operation in Case II, showing two diverticula. The edematous mucosa is seen at the upper margin 
of the specimen. The diverticulum at the left has been fixed as an open sac and directly at its right is seen a smaller sac 
communicating with the mucosa. Adherent omental fat is abundant and infiltrated with dense fibrous tissue. 


moidal fistula. Upon exploring the abdomen 
at operation an area of diverticulitis of the sig- 
moid was found which united the upper sig- 
moid to the bladder and surrounding struc- 
tures. The bladder and bowel were separated. 
opening a fine tract which united the two. This 
fistula was hardly large enough to admit the 
ordinary silver probe. Both openings, in blad- 
der and bowel, were then closed and the suture 
lines separated by omentum. Convalescence 
was slow and complicated by chills and fever. 
In a short time the patient was again passing 
gas by urethra, and it was evident that the fis- 
tula had become reéstablished. It was decided 
to prepare the patient for further operation by 
making a ececostomy, and irrigating the bowel 
daily. In this manner his condition was suf- 
ficiently improved to enable him to undergo a 
resection of the diseased bowel and an end-to- 
end anastomosis. The reéstablished fistula was 
again closed. Convalescence entirely 
uneventful, and in three weeks the cecostomy 
was closed without difficulty. The patient now 
gained strikingly in health, and the bladder in- 
feetion very rapidly subsided. He was dis- 
charged five weeks after the last operation, feel- 
ing perfectly well. Reporting two vears later 
he said, ‘‘I am glad to inform you that I have 
not felt better for years before my operation, 
and it has made a new man of me.’’ His bow- 
els were functioning normally and he had had 
no further bladder symptoms. 


reached only by means of a persistent search 
for the etiological factor of the cystitis, aided 
by a knowledge of the relationship between 


“UT 2. Low power section of a small diverticuia: lav re- 
moved from Case Il. The disappearance of the muscular layers 
is shown, the pouch being covered only by serosa and an atro- 
phied mucosa, 


diverticulitis of the sigmoid and a fistulous 
communication with the bladder. 

The first of these cases presented a favorable 
opportunity for effecting a cure by comparative- 
ly simple surgical measures. In the second in- 
stance the more extensive involvement of the 
bowel necessitated excision of the diseased area 
and an anastomosis. Probably the usual severe 
ease of diverticulitis is treated to better advan- 
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tage by the latter of the two methods, although 
each case presents a problem of its own in sur- 
gical treatment. Colostomy or cecostomy as a 
preliminary measure makes the ultimate result 
of any operation much more certain of success. 
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RUPTURED UTERUS—REPORT OF A CASE 


BY LOUIS E. PHANEUF, M. D., F. A. C. 8., BOSTON 


Rupture of the uterus is one of the most se- 
vere accidents of pregnancy and labor; the con- 
dition occurring much less frequently with the 
former than with the latter. The solution of 
continuity may occur in the body of the uterus, 
or in the lower uterine segment. The rupture 
may be complete or incomplete; complete when 
it involves all the layers of the uterus, and in- 
complete when it does not go through the whole 
thickness of the uterine wall. In the lower seg- 
ment the incomplete tear usually involves the 
mucosa and musculature respecting the per- 
itoneum; the same condition may obtain in the 
body of the uterus, while in the rupture follow- 
ing ablatio placentae, and utero-placental 
apoplexy, the rent may extend through the per- 
itoneum and muscle, down to, but not including 
v.he mucosa; I have observed two such eases. 


CASE REPORT 


Mrs. C. F. Hospital No. 10846, 34 years old. 
Housewife, born in Ireland; seen in consulta- 
tion in her home with Dr. Robert N. Daley on 
July 3, 1924. 

Complaint :—Uterine hemorrhages. Pregnan- 
ey of about 5 months’ duration. 

Family History :—Father died of septicemia; 
mother living and well; one brother died of 
diphtheria at 7 months; one brother and one 
sister living and well; no chronic diseases in the 
family. 

Past History:—Mumps, measles and scarlet 
fever during childhood. She has had frequent 
attacks of tonsilitis. Her tonsils were removed 
8 months ago. She had a wen removed from the 
left side of her neck some years ago. 

Menstrual History:—Catamenia established 
when 15; regular, 28 day type; duration 5 days; 
2 napkins daily; no pain; no clots; last period 
January 25, 1924; lasted 5 days, the flow being 
the usual amount. 

Marital History :—Married 12 years; 5 chil- 
dren, the second premature at 7 months, the 
others at term. 


Labors and Puerperia:—Normal. 

Present Illness :—Eleven days ago, June 17, 
the patient had a severe attack of flowing dur- 
ing her sleep, and she flowed for 5 days. The 
flow began again on June 28 and continued 
since then intermittently. There had been no 
pain at any time. The patient had not felt life. 

Appetite :—Good. Bowels:—Regular. 

Micturition:—Dx6 No dysuria or hematuria. 

Nx0 

Physical Examination:—The patient showed 

signs of severe anemia. The heart showed slight 


id 
i 


Li 


systolic roughenng and the skipping of an ocea- 
sional beat. 

Abdominal Examination:—Negative except 
for the fact that the uterus was felt slightly be- 
low the level of the umbilicus; no fetal heart 
sounds could be heard. A rectal examination 
was made because the patient was flowing; this 
showed the cervix to be closed and the uterus 
the size of a 5 months’ pregnancy. A tentative 
diagnosis of placenta previa was made and the 
patient was referred to the Carney Hospital 
where she was admitted on July 3, 1924. She 
was treated expectantly until July 7, in the hope 
that the flowing might stop. During this time 
she flowed but little during the day, but had 
considerable hemorrhage during the night. Since 
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no improvement was apparent and since I was 
eonvineed that I was dealing with a placenta 
previa and a dead fetus, I decided to terminate 
the pregnancy. 

July 7, 1924. Light ether anesthesia. 

The cervix was badly lacerated and filled with 
sear tissue; it also showed considerable erosion. 
It was dilated to admit a finger, although it was 
not taken up. Upon the introduction of the fin- 
ger in the uterine eavity a central placenta pre- 
via was easily recognized. A thin, sanguineous, 


[Peteactor 


FIG. 1. Hysterectomy completed. Raw areas covered with 
peritoneum. Drainage tube from peritoneal cavity to vagina. 
foul smelling discharge was escaping through the 
os. The cervix was brought down; the uterine 
cavity packed with 2 sterile bandages, 2 inches 
wide and 3 yards long. The vagina was packed 
with iodoform gauze and the patient was re- 
turned to her bed in good condition. Contrac- 
tions started during the evening. At midnight 
the temperature was 99°F; the pulse 110, and 
the respirations 26. At 8 A. M. July 8, the 
patient was in great pain; she was taken to the 
operating room at 8:30 A. M. Under light ether 
anesthesia the vaginal and uterine packs were 
removed and the cervix was still one finger 
dilated and not taken up. Since there was 
bulging of the anterior vaginal wall, a small 
transverse incision was made at the vaginal at- 
tachment to the cervix; considerable blood clot 
escaped through this, and it was found that the 
lower uterine segment was ruptured in the me- 
dian line, for an area of about 4 inches. The 
bladder was catherized and clear urine was ob- 
tained. At this time the patient went into ex- 
treme shock; no pulsations were felt at the 
wists, and she showed marked signs of air hun- 
ger. The vagina was quickly packed with iodo- 
form gauze; she was given oxygen, and 1000 c.e. 
of salt solution was injected under the breasts. 
She reacted somewhat after this. During this 
time the patient’s blood had been tested against 
Dr. Daley’s, and since they had .been found to 


match a transfusion of 600 ¢.c. was performed, 
Dr. Daley acting as the donor. She was then 
given a hypodermic of morphine sulphate, grs. 
1/6, and she was returned to her bed. Her pulse 
was now 136, and of good quality; two hours 
later it was 126. The patient was again seen by 
me at 5:30 in the afternoon. She now looked 
much better and her pulse rate was 120. A lap- 
arotomy was decided upon. 

July 8, 1924. Operation, Dr. Phaneuf. Ether 
anesthesia—-Dr. N. N. Morse. Median abdomi- 
nal incision from the symphysis to the umbili- 
cus. Upon opening the peritoneal cavity a large 
tumor was found between the bladder and the 
cervix, and the fundus was firmly contracted 


| behind this. The bladder peritoneum was in- 


eised and the bladder was separated from the 
uterus; a five month macerated fetus, together 
with the placenta and a large amount of blood 
clot were removed from the cavity which they 
occupied, between the bladder and the uterus. A 
median rent about 4 inches long was found in 


FIG. 2. Cecostomy. Catheter held in cecum by purse-string 
suture of No. 0 chromic catgut. Exit of catheter through stab- 
wound. The catheter is passed through the omentum if the 
latter comes down without tension. 
the median line. A Pean clamp was applied to 
each broad ligament in such a way that it in- 
eluded the ovarian, the round ligament, and the 
uterine vessels on each side, then the uterus and 
adnexa were removed. The uterus was ampu- 
tated below the level of the internal os, and the 
cervix was reconstructed by closing the remain- 
der of the rent anteriorly with interrupted cat- 
gut sutures; the cervical canal was closed with 
similar sutures placed antero-posteriorly; the 
broad ligament on each side was sutured with 
a running stitch of chromic catgut. A tube drain 
was placed between the bladder and the cervix 
extending into the vagina through the small 
transverse incision previously made in the an- 
terior vaginal wall, and all the raw areas were 
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covered over with peritoneum, leaving a central 
opening for the tube drain into the peritoneal 
eavity—Figure 1. <A second rubber tube was 
placed in the eculdesae of Douglas making its 
exit at the lower angle of the abdominal inci- 
sion. The colon and the ileum were markedly 
distended. For this reason a cecostomy was 
performed. A No. 28 French, soft rubber cath- 
eter was introduced into the ceeum and passed 
out through a small stab wound on the right of 
the median incision—Figure 2. The abdomen 
was closed in one layer, using through and 
through silk-worm gut sutures. The patient was 
on the table 30 minutes, and was returned to her 
room in good condition, with a pulse of 120. 

Convalescence. The convalescence was very 
satisfactory. For the first three days the patient 
was placed in the Fowler position, given small 
doses of morphia; Digalen in 20 minim doses, 
every four hours, and 8 ounces of 5% Glucose in 
salt solution through the enterostomy tube every 
four hours. This solution was readily absorbed ; 
there was no gaseous distention at any time, and 
the patient was given her first low suds enema 
on the third day. The vaginal drainage tube 
was removed on the fourth day, and the abdomi- 
nal tube on the eighth day; the sutures in the 
transfusion wound in the arm were also removed 
on this day. On the eighth day the catheter in 
the intestine came out, and the feeal fistula was 
elosed on the twelfth day. The intermediate silk- 
worm gut sutures were removed on the tenth 
day, and the stay sutures on the eleventh. 

The patient was allowed out of bed on July 
22, 14 days after operation. On July 29, 1924. 
the day of her discharge, the following note was 
made :—‘‘ Median incision and stab wound well 
healed; the vaginal drainage tract between the 


bladder and the cervix is healed; the cervix is 
high in the vault; there are no masses or areas 
of tenderness in the pelvis.’’ The patient re- 
ported two weeks later that she was free from 
discomfort, and doing well. In October, 1924, 
the patient reported that she had gained in 
weight and had no discomfort. 


SUMMARY 


In this case the probable cause of rupture was 
the growth of placental villi in the anterior wall 
of the lower uterine segment, because of the pla- 
centa previa. The rigid cervix filled with scar 
tissue failed to dilate with the uterine and the 


| vaginal tamponade, and the weakened lower seg- 


ment ruptured under the influence of the uter- 
ine contractions, The administration of the 
salt solution by hypodermoclysis, allowed the 
patient to react until she was transfused, and 
ihe transfusion prepared her for the hysterec- 
tomy. Of all the measures used in this case, one 
of the most important, in my mind, was the en- 
terostomy. She had marked intestinal disten- 
tion, which would have necessitated active treat- 
ment soon after operation. Experience has shown 
that a markedly shocked patient is in no econdi- 
tion to stand the active measures usually em- 
ployed to control this condition, whereas the 
cardiac embarrassment and the discomfort from 
distention may necessitate choosing the active 
treatment as the lesser of the two evils. Fol- 
lowing the ececostomy this patient was left un- 
disturbed for three days, and thereby her 
strength was saved to as great an extent as was 
possible under the conditions, and I feel that 
her recovery was largely due to this latter pro- 
cedure. 

399 Commonwealth Avenue, Boston, Mass. 


MEDICAL PROGRESS 


PROGRESS IN THE KNOWLEDGE OF BLOOD CONDITIONS 


By Members of the Staff of the Medical Service of the Collis P. Huntington Memorial Hospital 
of Llarvard University 


THERE have been many papers published 
concerning the blood and its disorders within 
the past two years. In spite of this there are 
few important advances in our knowledge. 
This review indicates the nature of the progress, 
but is not to be considered as a complete synop- 
sis of the subject, and some conditions are not 
referred to at all. 


PATHOLOGIC PHYSIOLOGY | OF THE 
BLOOD AND THE ANEMIAS 


BY RAPHAEL ISAACS 
PATHOLOGIC PHYSIOLOGY OF THE BLOOD 


A considerable amount of work has been ex- 
pended on the classification of the cells in the 


circulating blood, and yet much remains to be 
learned about the origin and significance of 
many of the cells of the mononuclear group. 
Cunningham, Sabin and Doan! describe the de- 
velopment of the mononuclears of the transi- 
tional type as derived from a stem cell of 
mesenchymal origin in spleen pulp. 
Holler?, in confirming the reticulo-endothelial 
origin of the monocytes, points out that their 
variations in number are not parallel to those 
of the other leucocytes. A diminution in num- 
ber of these cells in the cireulating blood may 
be the result of storagein the spleen or other 
organs rather than of a deficient production. 
Bunting* and Maximow‘* have reviewed the 
present knowledge of the origin and physiology 
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ot the leucocytes, admirably summarizing the 
more recent work. Piney® attributes a lympho- 
hlastie and lymphoeytie origin to the plasma 
cells. 

The weight of evidence at present points un- 
donbtedly to the origin of the blood platelets 
from the megakaryocytes of the bone marrow; 
even so, this view has not remained entirely un- 
challenged’, *, °. 

Isaacs’ describes erythrocytes with a single 
refractive granule as their only differentiated 
internal structure. These cells are considered 
to represent a heretofore unrecognized stage in 
the life of the red blood corpuscles. With the 
loss of this granule, by extrusion, the corpuscle 
becomes mature. Fahraeus’® considers that 
the colorless erythrocytes, seen under favorable 
conditions in specimens of blood, represent the 
final stage in the life of the red corpuscle. Odd 
shapes of red blood corpuscles may appear in 
the blood of individuals in whom there is no 
fundamental blood disease. Poikilocytosis, 
mentioned in the text books as an evidence of 
blood destruction, may appear in otherwise 
normal blood", as a familial anomaly. 
Drinker, Drinker and Lund’ in a most com- 
plete and thorough study show that the eapil- 
laries of bone marrow are closed structures and 
that the normal mature red corpuscles are de- 
livered into the blood stream through the deli- 
cate capillary walls. 

A number of papers deal with the normal 
variations in corpusele number in health and 
disease. About ninety publications in the past 
two years deal with various phases of digestive 
leucoeytosis and ‘‘hemoclastic shock’’ or 
‘‘erisis.’’ The fact, however, that the mere 
sight of food may stimulate a digestive leucocy- 
tosis'* and that there is a rhythmic leucocytosis 
during the intervals between gastric diges- 
tion'® must be taken into account before con- 
clusions are drawn as to the diagnostic value 
of such proeedures as the hepatic insufficiency 
tests of Widal. 

The leueoeytosis after hemorrhage into 
serous cavities may be of aid in differential 
diagnosis?®, 17, 

Studies of normal individuals show that the 
iemoglobin percentage may vary from 10 to 
“6 per cent during the course of the day’. A 
summary of the normal figures for various 
uorphological, physical and chemical data from 
vlood examinations has been compiled from the 
iterature by Gram?® and is presented in forty- 
four tables, 

broun*® found evidence of increased blood de- 
'-uction after exercise in dogs which had been 
itet, but the process was less marked in in- 
(ividuals who had previously led an active life. 
Aub, Reznikoff and Smith? have studied ex- 
perimentally blood destruction in lead poison- 
ing. They attribute the increased blood de- 
in chronic lead poisoning to abnormal 
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brittleness of the red corpuscles affected by the 
lead. 

As to the site of formation of bilirubin, there 
is still a difference of opinion. Among the 
more recent articles, Aschoff*? holds to the more 
current view that bilirubin may be formed in 
the blood stream, but Oppenheimer*® and 
M’Nee and Prusik** conelude from their exper- 
iments that the liver is necessary in the 
process. 

About seventy papers have appeared within 
the last two years on the suspension stability 
or sedimentation velocity of red blood cells. 
The literature is extremely confusing and the 
same disease is listed by some as showing an 
increased rate of the settling of the red cor- 
puseles in citrated blood in test tubes while 
others report a decreased rate. It seems prob- 
able that the variations are not the result of 
specific disease characters but of some physico- 
chemical factors, as the electrical charge of the 
corpuscles (Vorshutz**), or the amount of 
globulin in the plasma (Salomon**), 

Minot and Spurling?’ have described the 
changes in the blood after short-wave length 
Roentgen-ray irradiation and give a_sum- 
mary of the literature. The importance of ree- 
ognizing the production of lymphopenia and 
leucopenia is discussed. With the increased 
use of ultra-violet light therapy, a knowledge of 
the effect on the blood becomes of importance. 
There may be a temporary leucoeytosis during 
the course of the first hour, followed by a 
leucopenia with a relative lymphocytosis**, *°, 
The red eell count, hemoglobin, viscosity, coagu- 
lation time and cell resistance apparently re- 
main unchanged, although exposure of blood in 
vitro appears to make it less resistant to hem- 
olysis®®°. Complement becomes reduced**. In 
tuberculous patients an increase in phagocyto- 
sis the second hour after the ultra-violet irradia- 
tion has been noted, with progressive diminu- 
tion after the fifth hour, becoming normal in 
twenty-four hours*’. 

The subject of hemagglutination has received 
much study and Guthrie and Pessel**, Guthrie 
and Huck** and others have described several 
hemagglutination blood groups, in addition to 
the four types of Jansky and Moss. Numerous 
authors reaffirm the presence of isoagglutinin 
receptors in the red cells of the new-born. The 
physical chemistry of hemagglutination and 
hemolysis has been studied by Isaaes** who con- 
eludes that the processes follow the ordinary 
chemical laws. MeCutcheon*® made a similar 
discovery coneerning the locomotion -of 
leucocytes, whose velocity doubled with a rise 
of 10°C., conforming with Van t’ Hoff’s law for 
chemical transformation in this respect. Fre- 
quent transfusions do not affect, according to 
Mino**, the agglutination properties of blood 
but increase the hemolytic properties. Drugs 
do not change the blood group of patients*’. 
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Studies in the of indiv of va- 
rious races belonging to the different blood 
groups show that there may be a different pre- 
ponderance among white, colored and Chinese 
peoples*®, 40. 
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PERNICIOUS ANEMIA 


The etiology of pernicious anemia is still un- 
known. Articles supporting and contradicting 
Hunter’s' conception of the anemia as of hemo- 
lytic and infectious origin have appeared. 
Peabody and Broun* describe the phagocytosis 
of red cells by endothelial cells, especially of 
the bone marrow, and they believe this to be an 
important factor of blood destruction in this 
disease. Syderhelm® considers intestinal infec- 
tion as fundamental in the etiology. 

Baltisherger* and Haden® have reported 
studies of the pathologic physiology of the 
disease. The increased volume index is an im- 
portant feature. Pijper®* discusses the size of 
the red cells and their measurement. Elders® 
notes the resemblance to the anemia in sprue. 


Giffin and Bowler’ show that among other con-. 


ditions, infestation with parasites, especially 
Balantidium coli, may be associated with symp- 
toms like those of pernicious anemia. Familial 
and hereditary aspects have been stressed by 
Mustelin‘, Decastello®, and Meulengracht?®. 
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of dhe. and signs, attention has 
been recalled to the great frequency of the 
mental and nervous manifestations', ™, 7%, 
13 14 the fixation of specific gravity of the urine, 
with the increase in the night over the day out- 
put?®, glossitis', 1°, low leucocyte count, achlor- 
hydria‘’, 3%, presence of macrocytes’, and 
megaloblasts in the blood stream*° and the 
peculiar yellow color of the blood plasma and 
serum’*, 

Transfusion still remains a_ therapeutic 
measure to help produce a remission, some 
authors recommending large, and others very 
small amounts of blood. The use of the 
Roentgen-ray to stimulate blood formation? is 
still in the experimental stage. Syderhelm® 
found the contents of the small intestines ob- 
tained through a fistula in ten cases to be simi- 
lar in appearance, odor and bacterial content 
to that of the large intestine. Winterfield**, fol- 
lowing out the infection and toxemia theory, 
treated cases with an autogenous B. coli vae- 
eine, but the results were slow and inconstant. 
The treatment of pernicious anemia by removal 
at operation of some of the marrow of the long 
bones*® received much newspaper notoriety but 
the good results were inconstant and very tem- 
porary. 

Hurst** presents an excellent article on various 
aspects of Addison’s (pernicious) anemia with 
84 references. He discusses the undoubted 
value of large doses of dilute hydrochlorie acid 
and finely powdered charcoal to decrease the 
apparent intestinal infection. He also gives a 
summary of Price-Jones’ valuable work on the 
measurement of the red cells to aid in diag- 
nosis; work confirmed by Minot in unpublished 
studies. 


Metabolic studies by Gibson and Howard?® 
suggest that some good may be obtained by the 
use of iron and vitamin adequate diets. Con- 
tinued reports reaffirm the value of arsenic. It 
is difficult properly to evaluate the results of 
various methods of treatment because of the 
spontaneous occurrence of remissions. 
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OTHER ANEMIAS THAN PERNICIOUS ANEMIA 


Brown and Roth' consider the anemia in 
nephritis dependent upon defective blood for- 
mation rather than upon excessive hemolysis. 

Several reports of aplastic anemia following 
arsphenamine and neoarsphenamine have ap- 
peared. A similar type of anemia has been 
reported in roentgenologists?. 

Huck’, Sydenstricker* and others’ have re- 
ported numerous cases of sickle-cell anemia. 
‘his is a chronic type of anemia in colored peo- 
ple with the symptoms of severe anemia in some 
cases, accompanied at times by ulceration of the 
legs or feet. The red cells on standing in vitro 
assume sickle and elliptical shapes but return 
to their normal form after forty-eight hours. 

Reports from numerous European countries 
comment on the decrease in the number of cases 
of chlorosis. 

Gallupe and O’Hara® emphasize the distine- 
tion between puerperal anemia (achronic hemo- 
lytic anemia) and pernicious anemia. For 
the hemolytic anemia of pregnancy they advo- 
cate blood transfusion. Hirsch’ was not able 
to produce anemia in animals by injection of 
placenta or embryo substance, suggesting other 
etiology for anemia of pregnancy. 

Piney® describes blood pictures due to metas- 
tatic tumors in bones. The pictures are of a 
pseudo-pernicious anemia and pseudo-leukemia 
type, the changes being independent of the site 
or histological character of the primary tumor. 
Hanhart®, however, points out that only about 
half of the cases with metastatic tumors in 
bones show a variation from the normal blood 
picture. 


TREATMENT OF ANEMIA 


Meulengracht’® emphasizes the value of large 
doses of iron in anemia, but stresses the im- 
portance of removing infection when it is a 
prime factor. However, some of the organic 
preparations of iron may pass through the in- 
testine unabsorbed'! so that one of the simpler 
inorganic preparations, as Blaud’s pills, is pref- 
erable. i 

Minot and Sampson™? and others? found 
that, contrary to reported benefits, germanium 
dioxide was of no distinct value in treating 
anemia. Leake’! reports the use of bone mar- 
row and spleen substance for anemia, but such 
treatment is still in an experimental stage. 

Transfusion of blood has demonstrated its 
value in stopping hemorrhage, restoring blood 
volume and stimulating blood formation in 
anemia of different types. The use of both 
whole unchanged blood and of citrated blood 


have numerous adherents, but the greater pos- 
sibility of reactions after the citrated method 
seems evident. The fear that sodium citrate 
may cause increased bleeding appears unfound- 
ed. Sodium citrate given intravenously can 
aid in checking hemorrhage’®. When stimu- 
lation of blood formation is desired, small 
amounts of blood at each transfusion have been 
advocated. 
Giffin and Haines’ have studied the blood of 
professional donors and conclude that several 
multiple donations of 500 ¢.c. of blood, when 
given at intervals of three or four weeks, are 
not harmful. 
For the control of hemorrhage, in the treat- 
ment of anemia from this cause, Mills’? advo- 
cates the use of a tissue fibrinogen made from 
Jung substance. However, if the platelets are 
markedly diminished, this hemostatic we believe 
to be ineffective. Our study has shown that it 
did not influence the number of platelets or the 
bleeding time in five cases of thrombopenic 

purpura. 
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HEMOLYTIC JAUNDICE 


Hattesent reports hereditary hemolytic 
jaundice in a father and seven children. 
Splenectomy which produces definite clinical 
improvement does not prevent hereditary trans- 
mission. Krumbhaar? in a large series of cases 
affirms the therapeutic value of splenectomy in 
hemolytic jaundice and splenic anemia, but 
does not find it of distinct value in other types 
of anemia. Vogel* reports similar results. 
Hemoglobinuria may be a prominent feature‘. 
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HEMOPHILIA 


Among the newer therapeutic measures in 
the treatment of hemophilia is the use of Roent- 
wen-ray irradiation of the spleen. Neuffer’ re- 
ports good results and describes the technique. 
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The method awaits confirmation. Feissly? dis- 
cusses the pathology and recommends small 
blood transfusions. Rosenbloom® reports 4 
death after the use of arsphenamine in hemo- 
philia. The decrease in the coagulability of the 
blood after arsphenamine has been pointed out 
experimentally by several authors*, ° 
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PURPURA HEMORRHAGICA (THROM- 
BOPENIC PURPURA), LEUKEMIA AND 
ERY THEMIA 


BY GEORGE R. MINOT 


PURPURA HEMORRHAGICA (THROMBOPENIC OR 
THROMBOCYTOPENIC PURPURA) 


The terms purpura hemorrhagica and pseudo- 
hemophilia to indicate that form of purpura 
associated with marked diminution of the blood 
platelets have for a long time played a part in 
not permitting the condition to be sharply dis- 
tinguished from other hemorrhagic states. In 
recent years there has been an increased usage 
of the terms ‘‘essential thrombopenia or 
thrombocytopenia’? and ‘‘idiopathic throm- 
bopenia or thrombocytopenic purpura,’’ to des- 
ignate the morbid condition known as _idio- 
pathic purpura hemorrhagica, first described 
by Werlhof in 1775. These newer terms seem 
desirable. 

Splenectomy for chronie idiopathic thrombo- 
penie purpura, with its beneficial results, is the 
most striking advance in the therapy of diseases 
of the blood in the past few years. The first 
case was reported by Kaznelson' in 1916, and 
a report by him on a series of cases was made 
in 1919°. It is only within the Jast 18 months 
that numerous other ease reports®, *, °, °, 7, %, 
10° 11 and oters have appeared. ‘The papers 
by Brill & Rosenthal’ are worthy of special at- 
tention. There are now about 40 reported 
eases. The results indicate that splenectomy 
causes at least a tremendous symptomatic ben- 
efit even in what appear as very grave cases, 
and may produce a permanent cure. A num- 
ber of patients have remained well over five 
vears after operation. The operative mortality 
is about 5 per cent. The immediate effects are 
to cause eessation of bleeding, a rapid increase 
in the numbers of blood platelets, at times to 
above normal, the blood clot to become re- 
tractile, and the bleeding time normal. Later 
in from weeks to months the blood platelets 
usually decrease to well below normal and yet 
bleeding does not reecur—perhaps because a de- 


tion of the capillary walls. Anemia rapidly 
diminishes after operation. The actual size 
of the spleen does not appear to influence the 
results, though perhaps cases with an enlarged 
spleen have done better than those in whom the 
the spleen was not palpable. Engel’s’ expe- 
rience indicates that splenectomy is probably of 
much less benefit in acute eases. Of course it 
is not to be considered in patients with symp- 
tomatie thrombopenie purpura. 

Several reports, among others those of 
Seeliger’? and Jedlicka'®; on the condition of 
the megacaryoecytes in the marrow of fatal 
cases of idiopathic thrombopenic purpura, sug- 
gest that they are histologically abnormal; but 
one is impressed by the absence of control exam- 
inations. It is to be recalled that the histology 
of these parent cells of the platelets becomes 
soon altered after death, and that they are read- 
ilv changed in appearance by slight differences 
in fixation and staining. Bedson™ and others 
have reported upon the thromboeytolytie action 
of the spleen. 
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LEUKEMIA 


Irradiation with Roentgen-rays or radium re- 
mains the best treatment for chronic leukemia. 
Thorium X! given intravenously has recently 
heen equally effective. It is reeognized that 
many patients who are in an apparently dis- 
tressing condition can be returned to a useful 
and functionally efficient existence for varying 
periods of time, and case reports to emphasize 
this are numerous. Better results, due to more 
adequate irradiation methods, are being ob- 
tained today than a few years ago, and it is 
reasonable to anticipate that those under treat- 
ment will, on the average, do better than those 
treated formerly-—now dead. Enough time has 
now passed since the inauguration of this form 
of treatment for leukemia so that the end re- 
sults of a series of cases ean be evaluated. 
Minot, Buckman and Tsaaes have reported such. 
with control observations, for 78 eases of 
chronic myelogenous? and 50 of ehronie 
Ivmphatice leukemia*. They show that irradia- 
tion has but little effect on prolonging the life of 
these patients. Cases of chronie myelogenous 


sirable change has been produced in the fune- 


leukemia live on the average a little over 
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three years, and those of chronic lymphatic 
leukemia a somewhat shorter time. In spite 
of this, symptomatic improvement can be pro- 
dueed in 95 percent of patients with chronic 
myelogenous leukemia, and at least 50 per- 
cent become temporarily symptomatically well. 
The duration of efficient life is on the average 
30 percent longer in irradiated than in 
non-irradiated eases. The actual duration 
of efficient life after irradiation is _ pro- 
portional to the duration of the disease. The 
results in chronic lymphatic leukemia are not 
so brilliant. Treatment of chronic leukemia 
should be guided and prognosis formulated 
from correlated information obtained from the 
patient’s history and physical signs together 
with complete blood examination and _ basal 
metabolic rate determinations’, °, *, 5, **. Stern- 
berg and Goenczy® believe that the reaction of 
the white cells to diathermy (high frequency al 
ternating current) may prove serviceable in de- 
termining the therapeutic indications for irra- 
diation therapy. Irradiation is undoubtedly of 
very definite value to patients with leukemia 
and maintains their efficiency much better than 
if not given. However, as leukemia progresses 
the patient’s comfort decreases and irradiation 
becomes less and less effective. 

The length of time between the appearance of 
symptoms and diagnosis was on the average 
1.4 years for 148 cases of chronic myelogenous 
and also for 90 eases of chronic lymphatie 
leukemia studied by Minot et al.?, *°. However, 
there is as yet no undoubted evidence that the 
early institution of treatment effects life exten. 
sion, though it does increase the time of effi- 
cient life. 

Though elevation of the: basal metabolism is 
frequent in leukemia there are few reports 
other than by McAlpin and Sanger* concerning 
this. Minot and Means’ show that the metabo- 
lism-pulse ratio in exophthalmie goitre and 
chronic leukemia is the same. Lennox and 
Means* report that the leucocyte count and nitro- 
ven balance were in a general way reciprocal in 
a case of acute leukemia and reémphasize what 
was formerly shown by Gunderson, that the 
basal metabolism is a more accurate in- 
dication of the severity of the disease than the 
white eell count per se. 

The occurrence chronic lymphatie 
leukemia of universal involvement of the skin, 
showing a profuse scaling and _ reddening, 
is reported upon by Ketron and Gay’. 
Akijoshi’® records a similar case with skin col- 
oration resembling Addison’s disease, though 
the adrenal glands were proved not to be in- 
volved in the leukemie process. These contri- 
butions add to the extensive monographs on the 
subjeet that appeared by Martinotti!! in 1921 
and 1922. 

Deussing’* reports a case of chronic myelog- 
enous leukemia in a man of 78 in whom the 


first symptom was swelling of the left eye due 
to thrombosis of the palpebral and conjunctival 
veins. 

Piney'* writes on plasma cell leukemia. He 
presents with colored plates evidence to show 
that a form of atypical lymphadenosis exists, 
in which the cytological characters of the le- 
sions establish the existence of a lymphob.astie 
and lymphocytie origin of the plasma cell. 

Downey’s'* paper on the occurrence and sig- 
nificance of the myeloblast under normal and 
pathologie conditions indicates that this cell 
corresponds to the primitive blood cell of the 
embryo and in the normal adult is retained 
only in the marrow. Evidence is given to show 
that in leukemia it may revert to its primitive 
relations with the fixed tissues, with the 
lymphocyte and myeloid eells. _LIlis associate 
Logefeil’® reports on mixed leukemia. Ile pre- 
sents evidence of local development of myelo- 
eytes from lymphocytes in tissues and that sim- 
ultaneous hyperplasia of lymphoid and myeloid 
tissue can occur close together. The peripheral 
blood of his patient also showed cells indicative 
of activity of both myeloid and lymphoid sys- 
tems. 

Case reports of acute leukemia have ap- 
peared with unusual frequency (the reviewer 
has at hand some 40 references) in the past two 
years. None give any really new information, 
though interesting aspects are often presented. 
For example Reymann" records a case in which 
there was tremendous leukemic infiltration of 
many organs, espécially the kidneys which were 
seven times the weight of normal kidneys. 

Gautier and Thevenod" review acute leukemia | 
in infants and Baar'® describes aleukemie 
leukemia in children that so often bewilders the 
diagnostician. Wodtke'® emphasizes what has 
been shown by many others that the Roentgen- 
ray treatment of acute leukemia may relieve 
symptoms produced by pressure of diseased or- 
gans but is often useless and may hasten death. 

It is of the utmost importance not to mistake 
the fatal condition acute leukemia for infec- 
tious mononucleosis (glandular fever) from 
which spontaneous recovery is the rule. This 
latter condition is becoming recognized but 
gradually by the profession. It is described 
admirably by Longeope*® and Tidy and Dan- 
iels*?. They give references to previous litera- 
ture. The histological differentiation of the ab- 
normal cells that occur in the peripheral blood 
of these two conditions is clearly presented by 


Downey”. A colored plate accompanies his 
article. 
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ERYTHREMIA (POLYCYTHEMIA-VERA, VAQUEZ- 
OSLER DISEASE) 


Futcher’s' paper in a recent issue of this 
journal gives a very clear presentation of this 
disease, due to excessive erythroblastic activity 
of the bone marrow. This disorder is compar- 
able to that of the white cell elements of the 
marrow known as chronic myelogenous leuke- 
mia as is discussed by Minot and Buckman?’ and 
since by Letulle and Yacoel*. The former rec- 
crd with a colored plate of the blood, cases of 
erythremia that after many years developed an 
anemia, a leukemic blood picture, and patho- 
logic findings of leukemia. As in myelogenous 
leukemia the basal metabolism is often in- 
creased in erythremia*. Brown and Giffin‘ de- 
seribe the marked distention and engorgement 
of the capillaries and the increase in blood vol- 
ume in erythremia; and Thaysen’ shows that 
daily counts of the venous blood often vary by 
1.5 millions. Isaacs® discusses the pathologic 
physiology. 

It is evident that familial erythremia is more 
common than heretofore supposed, as indicated 
by Curschmann’, Owen‘, Signorelli®, and the 
reviewer, among others. Not rarely members 
of the patient’s family will be found polycy- 
themic though without symptoms. Cursch- 
mann’, who reviews the literature, records that 
indications of the disease may be present early 
in life but remain ‘“‘latent’’ for years. 
Schisler’® describes a typical case of erythremia 
with redness and soreness of the tongue, a fea- 
ture that is common but often not noticed. 

The Roentgen-ray treatment of erythremia of- 
fers one way of controlling the disease. 
In the past this treatment has not infrequently 
been recorded as affording no benefit, probably 
because of being given inadequately. The more 
recent reports’, 1°, 1%, 14, 15 16° 17 indicate that 
if large doses of short wave length therapy are 
given adequately, particularly over the long 
bones, that benefit is the rule. Treatment of 
the spleen alone is apt to have little effect on the 
polycythemia. The use of a drug like benzol 
that decreases blood formation combined with 
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irradiation therapy has been effective in some 
eases. More recently phenylhydrazin®, a drug 
that enhances blood destruction, has been used 
and has caused improvement in the patient’s 
health. It has also been effective when com- 
bined with irradiation therapy. The treat- 
ment must be guided by frequent blood exami- 
nations to prevent too serious marrow 
depression and blood destruction. In judging 
the effects of therapy it is important to remem- 
ber that spontaneous remissions and relapses 
occur in the disease, so that in periods of weeks 
or months a considerable change in the actual 
level of the red cells and hemoglobin may occur. 
This is presumably due to variations in the 
equilibrium between blood formation and blood: 
destruction. 

Among articles on Symptomatic Polycy- 
themia that by Morse’® is of interest. He re- 


ports four cases in which polycythemia was 


due to pulmonary fibrosis caused by coal dust 
inhalation or chronic infection of unknown or- 
igin. The cases thus resemble those due to pri- 
mary disease of the pulmonary artery, known 
as Ayerza’s disease. 
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THE BLOOD AND ITS DISORDERS IN IN- 
FANTS AND CHILDREN 


BY THOMAS E. BUCKMAN 
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GENERAL HISTOLOGICAL CONSIDERATIONS 


The work of Williamson' on the hemoglobin: 
content of the blood, and the more recent work 


of Mayers* on the red cell count at different 
ages have given standards of comparison for 
the study of these important factors. 
Lippman* has made an exhaustive statistical 
investigation of the blood histology of seventy- 
one normal infants during the first five days of 


life. Estimations of the numbers of corpuscles 


and study of their morphology were made at 
very frequent intervals, thus permitting accu- 


rate delineation of the fluctuations i in the levels: 
Druker* 


of the various types of blood cells. 
has studied the relationship between the vol- 


umes percentage of red corpuscles and their 
hemoglobin content in a series of 85 healthy in- 
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fants from two weeks to two years of age. The 
blood of normal infants has a low color index 
which is lowest at about 9 months of age, close 
to the time when the cell volume, (volume in- 
dex) also, is lowest. From tables which he has 
compiled it is possible to detect deviations from 
standard normal values. 


Bakwin and Morris® have studied the level of 
the leucocytes in newly born infants suffering 
from dehydration fever. They find no increase 
of the physiological leucocytosis in this condi- 
tion. 


ANEMIAS 


Attention is called to the interesting classifi- 
cation of blood disease in childhood proposed 
by Ward*. The classification is essentially ana- 
tomical, the diseases for the most part being 
divided into three main groups: those involving 
all part of the hemopoietic system, those involv- 
ing especially the formed elements, and those in- 
volving the plasma. 

Donnally’ presents a case of severe anemia in 
a newly born infant and states that only one 
similar case has been reported in the literature. 
No eause for the condition could be found. 
The infant recovered following two transfusions 
of blood. A ease showing a somewhat similar 
blood picture, but in an infant three and one 
half months old, is reported by Stransky’®. 


Cases of aplastic anemia in children are re- 
ported by Hermann® and by Spak’®. Hum- 
mel'' reports the occurrence of anemia in a boy 
of twelve whose blood picture was consistent 
with that usually seen in aplastic anemia, but 
the bone marrow at autopsy was definitely 
hyperplastie. 

Hotz’? reports the development of perm- 
cious anemia in a girl of ten years of age and 
Wirscher’® cites a case in a girl four and a half 
years of age. 

Lueas and Hoobler™ report a series of cases 
of secondary anemia in infants that developed 
acutely. The cases are grouped into four 
classes: (1), anemia due to blood loss, (2), those 
in which there occurred only a paucity of hem- 
oglobin, (3), anemia of the myelophthisie type 
and (4), those with an increased degree of blood 
destruction. Comments on the usefulness of 
ie asi in secondary anemia in infants are 
made. 

Considerable discussion has appeared con. 
cerning the anemia which develops in infants 
fed on goat’s milk. Bludhorn™ takes the stand 
that goat’s milk contains no specific influence 
which causes the anemia, whereas De Rudder 
believes that goat’s milk contains a definite 
hemolytie agent. Brouwer"? also holds that the 
anemia seen in infants fed on a goat’s or cow’s 
milk diet is due not only to the paucity of iron 
in milk but also to a substance that hinders 
normal blood formation. His observations lead 


him to believe that goat’s milk differs in this 
respect only qualitatively from cow’s milk. 

An interesting report of the pigment and 
iron in the infant’s diet is given by Hill'*. 

Observations on von Jaksch’s anemia are re- 
ported by Evans and Happ’, by Ramsay”® and 
by others?', ?*. Very little that is new is contrib- 
uted, but the general trend of opinion seems to 
be that von Jaksch’s anemia is probably not a 
disease entity, but a syndrome most often seen 
in cases of rickets, in which there is also present 
the element of infection. 

Reviews of the symptomatology, pathology 
and treatment of Banti’s disease are given by 
Comby”* and by Rodrigo**. 

De Stefano** reports thirteen cases of splenic 
anemia due to syphilis and six others in which 
both syphilis and tuberculosis were etiological 
factors. Weber*® describes cases in which the 
liver was mainly affected with secondary en- 
largement of the spleen and anemia. 

Aceording to De Meuron?? true Bantt’s 
disease is rare in children. He reports one case 
that came to autopsy and states that he has been 
able to find in the literature only forty cases of 
this disease which correspond exactly with 
Banti’s original description. 


POLYCYTHEMIA AND LEUKEMIA 


- References concerning these conditions are 
given in the preceding section. Those noted be- 
low particularly concern children. Harbitz”® 
presents two cases of myeloerythroblastosis 
with autopsy reports. The cases referred to 
were newly born infants who’ showed ascites 
and numerous islands of incompletely developed 
blood corpuscles. Cases of marked functional 
polycythemia due to congenital heart disease 
are reported by Stransky® and others. 

No case of erythemia (true Osler-Vaquez 
disease) in infants or children is mentioned in 
the recent literature. 

Cases of myelogenous chloroma are reported 
byRowe and Hirschbock*®, Foot and Jones® 
and Nasso*!. In a series of thirty-seven cases of 
severe anemi: in children reported by Morse 
there was only one case of myelogenous leuke- 
mia; a fact which serves to illustrate the ex- 
treme rarity of this disease in early life. 

Acute leukemia occurs especially in early life 
and chronic leukemia later in life. Cases par- 
ticularly of the lymphatic type in infants and 
children are reported by Poynton, Thursfield 
and Patterson®*, Condat**, Cohan*® and others. 


COAGULATION MECHANISM AND HEMORRHAGIC 
DISEASE OF THE NEWLY BORN 


Careful studies of the variations in the blood 
platelets in the newly born have been reported 
by Lippman*. He found an average of 213,000 
per cu. mm. at birth followed by a decrease 
during the next eighteen hours and then a rise. 
No changes from normal were observed in 
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icterus neonatorum. Emmaniucle*’ obtained 
substantially the same results and observed also 
that premature infants have a somewhat great- 
er number of platelets than normal infants at 
birth. According to Emmanuele the coagula- 
tion time of premature infants’ blood is shorter 
than that of normal infants at birth. The coagu- 
lation time lengthens slightly with each day of 
life up to about ten days. 

There seems to be a growing tendency to rely 
upon prolongation of coagulation time or bleed- 
ing time as diagnostic criteria of hemorrhagic 
disease of the newly born. On this basis inter- 
cranial hemorrhage frequently might be as- 
cribed to a disorder of the blood. It must be 
remembered, however, that the coagulation time 
and bleeding time may be slightly prolonged 
without appearance of symptoms. Thus, 
Greuter®’? found the coagulation time and bleed- 
ing time to be prolonged in thirteen of two 
hundred and fifty newly born infants on the 
third, fifth and ninth days of life of whom only 
two showed symptoms of hemorrhagic disease. 
Sherman and Lohnes*® in studying a series of 
one hundred infants found twenty-eight in 
whom the bleeding time was longer than five 
minutes, and twelve in whom the coagulation 
time was longer than normal. In only one case 
did cerebral hemorrhage occur. Furthermore 
Greuter*? found a prolonged coagulation time 
in 75% of fifty-three infants showing icterus 
neonatorum, yet but one of these developed 
hemorrhages. 

Very little that is new concerning hem- 
orrhagie disease of the newly born has been 
brought out in recent literature. Cases are re- 
ported by Cruikshank*®, Rodda*®, Vignes", 
Groves*?, Wing* and others. 

PURPURA 

An excellent clinical review of ten cases of 
various types of purpura is given by Poynton". 
Fulminating purpura in early life is reported 
by Koenig*®, McConnel and Weaver**, Porter*? 
and others. Schoenberger*’, Stansfield’? and 
Dwyer’ report cases of purpura with unusual 
blood and clinical findings. Cases of Henoch’s 
Purpura are reported by Kilgour®!, Wilson*™ 
and Millard®*. 

Gram" reports a case of primary non throm- 
bopenic purpura apparently cured by repeated 
protein shock. 

TRANSFUSION 


To the pediatrician, by far the most impor- 
tant contribution made in recent years in this 
field is the work of Siperstein and Sansby*. 
These investigators have shown that the red 
corpuscles of citrated blood introduced into the 
peritoneal cavity are absorbed practically quan- 
tatively into the general circulation and that 
this procedure can be carried out without harm. 
Sansby and_ Siperstein®®, Meyer*’, Opitz*s, 
Ruh’*® and others have shown the value of intra- 


peritoneal transfusion in the treatment of 
anemia in infants. 

Though the peritoneal route will permit the 
use of transfusion where its use might other- 
wise be extremely difficult or out of the ques- 
tion still another possible route for the intro- 
duetion of blood has been recently described. 
Sidbury® used the umbilical vein for introdue- 
ing blood into a four day old infant suffering 
from hemorrhagic disease of the newly born, 
Uneventful recovery followed. 

Until recently transfusion has not been ex- 
tensively used in infants and children except 
for the purpose of controlling bleeding or for 
the relief of very severe anemia. But the bene- 
ficial effects of blood are apparently not con- 
fined to supplying thromboplastie substances 
and oyygen carriers. Leebron*! reports excel- 
lent results following the use of transfusion in 
malnutrition and infantile atrophy and more 
recently Marriott®? and Hess® have advocated 
its use in the treatment of infants suffering 
from acute dehydration and toxemia. 

Concerning the amount of blood to be intro- 
dueed into infants and children important in- 
formation is given by the report of Ilal- 
bertsma®*. According to investigation 
15 ¢.e. of blood per kilogram of body weight will 
cause a rise of the red cell count of about one 
million in infants and young children. Ience 
the usual maximum dosage for infants of 15 e.e. 
of blood per pound of body weight shou'd per- 
mit an increase of somewhat over two millions 
of red cells per cubie millimeter of blood. 

SPLENECTOMY 

Bartlett® points out that splenectomy is more 
often indicated in early life than is usually sup- 
posed. From his series of fifty-one children in 
whom splenectomy has been done, he concludes 
that hemolytic jaundice is the condition which is 
most constantly relieved by this procedure. but 
that patients with Gaucher’s disease and splenie 
anemia also may be benefited by splenectomy. 
Vogel®® and Carslaw™ reach the same concelu- 
sions. The improvement following splenectomy 
in cases of chronic idiopathic thrombopenie 
purpura, a condition oceurring in children and 
adults, is mentioned above. 

The consensus of opinion seems to be that 
splenectomy in children is indicated under the 
following conditions: in hemolytic jaundice 
when the disease is sufficiently severe to cause 
symptoms; in Gaucher’s disease; in splenie 
anemia especially when this is of Banti’s type; 
and in suitable cases of idiopathic thrombopenie 
purpura. On the other hand in spite of the 
fact that the enlargement of the spleen may be 
marked and that improvement has been report- 
ed following its removal, splenectomy is gen- 
erally held to be of doubtful value, or to be 
contraindicated, in the leukemias and Hodgkins’ 
disease; in acute infections; in von Jaksch’s 
anemia and polycythemia. 
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redemption of Arabia. 


stitute such a record, for only in one chapter does 
Dr. Harrison speak in any detail of his medica! 
In a larger sense this vol- 
ume is an unconscious testimonial to the writer’s 
diligence as a student of Arabian history, to his keen 
observation, to his indefatigable acquisition of facts 
pertaining to the life and character of the people 
among whom he works, and to the breadth of vis'o:: 
and sympathy with which he views their problems. 

“The Arab at Home,” as its title suggests, is a de- 
scription of the Arab’s character, 6f his methods of 
living, his government, his history and his religion. 
The story is fascinating, the style of its telling excel- 
Throughout the book there is woven a delicate 
thread of humor which is delightful. 

Dr. Harrison has apparently written “The Arab at 
Home” about a definite idea. 
Arab is an intense individualist and yet an inter- 
nationalist; he is a true believer in the equality of 
Yet in spite of his many wonderful qualities 
Arabia has been in a state of stagnation for over 
a thousand years. Dr. Harrison says: “The world 
needs the Arab. Perhaps no race has a richer con- 
tribution to bring than he. 
Arab’s own sake, but to make that splendid contribu- 
tion available for the world, that men work for the 
The eventual success of their 
efforts will be a contribution to the world outside 
almost as great as to the Arabs themselves.” 

For the redemption of Arabia an external stimulus 
is needed. This must not come in the form of a 
veneer of Western civilization, but must be achieved 
by grafting the Christian ideal, especially as it bears 
upon family life and education, upon the sturdy trunk 
of Arab character. 
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BOOK REVIEWS 


The Arab at Home. By Pauw W. Harrison, M.D. 
Published by Thomas Y. Crowell Company, New 
York. 345 pages. 


It is quite fitting that Dr. Harrison’s book on the 
Arab should be reviewed in the Boston MEDICAL AND 
SURGICAL JOURNAL. In the first place, the book pre- 
sents the problems of Arabia as viewed by a man 
of medical training; in the second place, those read- 
ers of the JourNAL who knew the author when he 
was an interne at the Massachusetts General Hospital 
will be glad to know of this record of his life and 
work in Arabia. In one sense the book does not con- 


and well the entire field of physiology. While essen- 
tially for elementary study or review purposes, it is 
not a mere résumé or compilation of the standard 
text-books, but gives much evidence of originality. 
The chapter on the physico-chemical basis of life is 


particularly well written. 


In the section on dietetics the discussion of pro- 
tein requirement and the tables of caloric values of 
foods are well worth attention. The consideration 
of the physiology and hygiene of the mouth is more 
complete and interesting than is usual in books of 


this type. 


The notes on hygiene and public health contained 
in the appendix are rather sketchy and do not add 
much to the value of the book. Occasional typo- 
graphical errors also detract from the general good 


impression. 


Aids to Surgery. By JosepH CuNNING, M.B., 'B.S., 
F.R.C.S., Eng., and Cecm A. Joti, M.S. Lond., F.R. 
C.S., Eng. Fifth edition. New York: William Wood 


& Co. 1924. 
The popularity of this little book, which has been 


revised by Cecil A. Joll, is evidenced by the fact that 


it has had a total of seventeen reprintings, including 
new editions, since its first appearance in 1904. 


This book is chiefly remarkable in that it succeeds 
in covering the entire field of surgery in 429 small 


pages. It is as thorough as its brief space allows, 


for its brevity is its principal limitation. For the 
‘most part the subject matter is that which is gener- 


ally accepted by conservative surgeons, but many 
recent developments are not included. It could not 
be used as either a text or a reference book, for its 


conciseness precludes any sufficiently thorough dis- 


cussion of any phase of the subject. Such an attempt 
to epitomize surgery limits its use to that of review 
for examinations. For this purpose it should prove 
satisfactory. 
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CASE 11011 
MeEpIcAL DEPARTMENT 


A Canadian janitor of seventy-two entered 
October 15. The chief complaint was diarrhea. 


Ik’. H. His father died of softening of the 
brain. 


Habits. He took a pint of aleohol a week until 
the last four months, when he had taken almost 
none. He used Tanlac, Seott’s emulsion and 
Fellows’ compound syrup of hypophosphites. 


P. H. He had had measles, chickenpox, 
diphtheria, and two attacks of pneumonia. At 
eighteen he had tuberculosis with night sweats. 
He did not remember hemoptysis. From the age 
of thirty-two to forty-two he had hemorrhoids 
with anal fistula. For thirty years he had had 
sharp pains in the left side without known rela- 
tion, lasting all day and most of the time, but 
with occasional exacerbations. At sixty he frac- 
tured ribs on the right side. For two years he 
had been chilly and recently he had had a real 
ehill. For a year he had been dyspneie on 
climbing a flight of stairs. He had had slight 
eough for years with two ounces of sputum a 
day. He had some pain across the top if the 
day. He had occasional sore throat and hoarse- 
ness. He had some pain across the top of the 
chest with colds. Recently he had had some 
edema of the legs and hands, some dizziness on 
stooping, morning numbness of the fingers and 
toes, and some pain in the shoulder and hip on 
motion. Fourteen years ago he weighed 145 
pounds, his best weight. His usual weight was 
125, his present weight 103. 


P. I. In February, eight months before ad- 
mission, when feeling perfectly well, he was 
seized with an attack of vomiting and purging 
after drinking an ounce of alcohol. The acute 
attack passed the next day, but he soon after- 
ward began to have diarrhea all the time with 
some incontinence of feces and urine. By Sep- 
tember he was having six movements a day, two 
at night, and was almost continuously inconti- 
nent of feces. At admission the stools were gray 
and ligqnid, or mixed with hard dise-shaped 
masses the size of a chestnut. He felt costive at 
times but had no real constipation. In June he 
began to have some dull pressing pain in the 


penis, groins and suprapubic region while urin- 
ating, persisting all summer, with tenderness in 
the groins and suprapubic region which per- 
sisted until admission. The urinary stream was 
very small. He passed only half a cupful of 
urine at a time, eight times a day and four 
times at night during the summer, with urgency ; 
since September only four times a day and twice 
at night. At present the stream was larger, the 
quantity greater, and the dysuria gone. From 
July to September his appetite was poor. It 
was now excellent. About August he began to 
have severe pain in. the right subcostal region, 
radiating to the epigastrium and coming on 
while eating. If he stopped eating the pain was 
mild, but if he continued to eat after it came 
on.it became severe and lasted about half an 
hour. Several times a week he would vomit 
when the pain became intense. The vomitus was 
the liquid part only of recently eaten food and 
never over a cupful. By care at meals he had 
very often recently avoided vomiting. There 
was persistent tenderness in the right subcostal 
region. Recently he noticed that the pain came 
on when he turned in bed. He had lately had 
oceasional slight colic in the lower abdomen. He 
had lost twenty pounds in the past few months 
and felt weak. 

Records of the Out-Patient Department Sep- 
tember 10, a month before admission. Emaciated. 
Weight 103. Urine, sp. gr. 1.022, cloudy, the 
slightest possible trace of albumin, many red 
blood corpuseles. Pupils irregular. Scoliosis. 
Pyorrhea. Back dull below the scapulae. Bron- 
chial breathing and increased voice sounds over 
the left back, diminished and absent breath 
sounds and absent tactile fremitus over the 
right back. Rales at both apices. Cardiac dull- 
ness not made out. Cardiac impulse made out 
behind. Mass and tenderness near umbilicus. 
X-ray showed the entire left chest dull. Heart 
and mediastinal contents were displaced to the 
left. Outline of the diaphragm on this side not 
made out. Esophagus tortuous, displaced far 
to the left and considerably dilated. Definite 
delay at the cardia. Fundus of the stomach 
small. Some regurgitation of food back into 
the esophagus. The walls however appeared 
flexible and there was no irregularity of gas- 
tric outline or peristalsis Pylorie sphincter 
and first portion of duodenum normal. Cecum 
and colon negative. The plate of the chest 
showed some coarse shadows resembling bubbles 
in the left upper chest and fine dense mottling 
at the right apex. Small dense areas, probably 
ealeification, in the right lung. 


P. E. Markedly emaciated. Skin wrinkled. 
showing evident loss of weight. A dark pig- 
mented area about the anus. Skull showed ir- 
regular bumps with elevation of occipital bone 
at suture line. A few small shotty glands In 
the neck and axillae. Left chest sunken. Ribs 
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retracted. Chest did not expand well on inspira- 
tion. Lung signs as shown in diagram. Heart. 
Impossible to pereuss borders or to hear any 
sounds in front. Sounds poor in quality, appar- 
etitly regular, could be heard in the left axilla 
and under the left scapula.. No definite mur- 
murs. Abdomen rounded, tympanitic, somewhat 


| 
| 
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PLATE I. Esophagus tortuous, displaced far to the 


distended; generalized tenderness on palpation. 
irregular mass in the epigastrium, apparently 
fixed. It could not be well outlined because of 
distension, Rectal examination. Sphincter re- 
laxed., Marked tenderness. The finger met re- 
sistance, an irregular nodular hard mass, about 
» em. in. Prostate could not be distinguished 
from the mass. Apparently constriction of ree- 
tum; admitted only tip of finger. Eatremities. 
Moderate pitting edema of ankles and feet. On 


inner surface of right leg brownish pigmented 
area with a number of small depressions. 

T. 98°-102°. P. 60-120. R. 19-30. Urine. 
Amount not recorded, sp. gr. 1.016, no albumin 
or sugar. Rena!’ function 20%. Blood. Hgb. 
100% -80%, leucocytes 9,000, polynuclears 81%, 
reds and platelets normal. Wassermann negative. 


left and considerably dilated. The film is scratched. 


Non-protein nitrogen 30 mgm. Sputum puru- 
lent. Many bacteria. Pus all broken down. No 
tubercle bacilli. Y-ray. Plates of the skull and 
pelvis not abnormal. Appearance in the chest 
practically the same as at previous examination. 
Right lung field large and bright except at the 
extreme apex, where there was definite dullness, 
somewhat mottled, with a fairly sharply de- 
fined lower margin. Heart and mediastinal con- 
tents displaced to the left so that the trachea and 
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esophagus lay to the left of the spine. Lower] localized irregular shadows resembling h 
oe of the left chest dull, obliterating the out-| Consultation, Dr. R. B. Greenough. ‘*Opera- 


— 


PLATE II. Esophagus tortuous, displaced far to the left and considerably dilated. Definite delay at the cardia. Fundus 
of the stomach small. Some regurgitation of food back into the esophagus. ‘The walls however appeared flexible, and ther: 
is no irregularity of gastrie outline or peristalsis, Pyloric sphincter and first portion of duodenum normal. The film is defaced 


line of the diaphragm. Dullness of even density] tion under local anesthesia would be permissi- 
throughout. Upper half of the midchest showed | ble, but I'should not advise it. The patient has 
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not long to live and has little pain at present.’’ 
Report of Genito-Urinary consultant. ‘‘There 
is a nodular bleeding mass in the anterior wall 
of the rectum extending down to the external 
sphineter and up over the prostate region. It is 
not usual for a prostatic tumor to break through 
the rectal wall and bleed or to extend along the 
rectal mucosa. I think this is primarily a rectal 


Entire left chest dull. 
Distant bronchial 


in the back, an extraordinary thing, perfectly 
possible but rare. 

Dr. Hotmes: In the plate described (Plate 
T) the band of diminished density which you 
see running down here to the left of the spine 
represents the bismuth-filled esophagus. You 
notice that it is rather wide at the upper portion 
and narrows out at the lower portion. This is 
Two areas with 


amphoric breathing 
and suggestion of 


pered voice, cracked pot sound, 
vocal and Suggest cavities, 
tactile 
itus all in- A few rales heard 
creased. after cough, 
tant 
Mase which r@les over entire 


tumor, although the prostate may be involved 
by continuity.”’ 


The patient failed rapidly though painlessly. 
His lungs filled up with moisture. October 18 he 
died. 


DIscUSSION 
BY DR. RICHARD C. CABOT 
NOTES ON TIE HISTORY 


1. In a man over seventy we know the prob- 
abilities are few,—arteriosclerosis, malignant 
disease, terminal infection, prostate and its com- 
plications. The vast majority of all deaths over 
seventy fall under one of these four things, so 
that before you know anything about a case 
these are in your mind, 

2. ‘Pain in the left side.’? They very often 
make this mistake in records. We do not know 
whether it is the left side of the chest or of the 
abdomen. I suppose we shall find out later. 

3. ‘*Pain across the top of the chest with 
ecolds.”” That makes us think that his pain in 
the left side was also in the chest. It probably 
was. We suspect that he has had tuberculosis, 
and we wonder whether this pain in the left 
side was pleurisy. 

The complaints are those of any person of 
his age. His loss of weight and his history indi- 
cate something that was believed to be phthisis. 
The chilliness suggests a present infection. I 
do not see how tuberculosis ean be ruled out, 
even though he is old for it. 


NOTES ON THE PHYSICAL EXAMINATION 


‘Incontinence of feces and urine.’’ This ap- 
parently lasted from February to September, a 
chronie diarrhea. 

He has had no gross hematuria, only this m1- 
croscopical hematuria. 

‘‘Rales at both apices.’? Of course that is a 
very important finding if it is confirmed. Rales 
~ at both apices means very few things in the his- 
tory of medicine. | 

The only cardiac impulse that was found 1s 


nearly the normal appearance of the esophagus 
when it is filled with barium. The esophagus was 
not at any place much wider than you see it, 
which is only a slight amount more than normal. 
Plate III shows the condition in the chest better. 
Here you have a rather brilliant right lung. In 
the extreme apex there is a dull area with a 
ragged outline and a few dense markings run- 
ning up to it, probably an old tuberculosis. 
Though any destructive process at the apex 
could produce such a picture, its location at the 
right apex would make you think it is tubereu- 
losis. There is none of the heart shadow visible 
to the right, and this shadow which you see 
through here, while it comes in the same region 
in which we see the esophagus in the other plate, 
might not be the esophagus. If he had swal- 


lowed air and the esophagus was filled with air — 


at the time this plate was taken the appear- 
ance might represent air in the esophagus. On 
the other hand it might be the right lung dis- 
placed over beyond the middle of the chest, and 
this shadow would represent the mediastinal 
contents and this the heart shadow. The heart 
would just about correspond to this area of 
dullness in the lower part of the left chest. In 
the upper half of the left chest vou see a mot- 
tled area resembling bubbles. This appearance 
is seen in the multiple small cavities of bronchi- 
ectasis. A simple collapsed and fibrosed lung 
without air in it would not give you such a pic- 
ture. You have to have air. We interpreted 
from this plate some process which had destroyed 
or collapsed the lung on this side, so that there 


was practically no lung present and the medias- 


tinal contents had gone over to that side. The 
whole thing might he tuberculosis with the lung 
very much fibrosed and contracted. There 1s 
very definite scoliosis, and from that we think 
that this was a longstanding condition in the 
chest and had nothing to do with this recent 
illness. 

In the plates taken of the stomach and esoph- 
agus (see Plate II) notice the lower end of 
the esophagus coming down, and a distinct break 
between it and the cardiac end of the stomach 
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with the narrow trickle of barium running 
through the esophagus to the stomach. Ordi- 
narily with such a condition as that we should 
suspect malignant disease—the narrowing of 
the esophagus, the fact that the barium contents 
regurgitated, showing that the cardia remains 


esophagus. In the stomach itself there is a 
definite decrease in the size of the fundus as 
we see it on the plate and screen. The lower 
half of the stomach is normal. The stomach 
emptied on time. There was no break in the 
peristaltte wave. Peristalsis normally does not 


PLATE III. Shows some coarse shadows resembling bubbles in the left upper chest and fine dense mottling at the right 
apex. Small dense areas, probably calcification, in the right lung. 


open and the walls are stiffened. These findings 
go with a malignant process, whereas cardio. 
spasm and the non-malignant things are apt to 
have a much larger amount of dilatation and 
never show regurgitation into the esophagus 
from the stomach. The esophagus is displaced 
and very much distorted, and on the basis of 
trying to make one disease account for the whole 
thing we think that the malposition of the stom- 
ach might account for the appearance of the 


go much beyond the point where I have my fin- 
ger. The upper part of the stomach does not 
show peristaltic movements, and we try to find 
out whether that part is flexible or not by press- 
ing on the barium here and by having the pa- 
tient take a deep breath. When he does the 
diaphragm pushes the stomach down and its 
contour changes. This man’s diaphragm is high 
and fixed on that side, and we were unable to get 


any data as to whether it was flexible or not, 
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and again I interpreted it as probably being duc 
to the condition in his lung. 

Dr. Cazot: Those are the findings of tuber- 
culosis. It ought not be anything else. So far | 
haven’t any idea what else it is. The position 
of the heart corresponds with what we have been 
told before; the only palpable impulse was felt 
in the back, and as there is scoliosis and disease 
of the left chest we can perfectly well imagine 
that this represents the truth, the heart being 
displaced to the left and backwards. 

There is not enough, I should say, to justify 
us in any suspicions about syphilis. 

In the kidneys we have nothing to accuse. 

I suppose they are going to operate on this 
abdominal mass to see what it is. I do not see 
any indication for any operation on his chest. 

That is a very sensible consultation I should 
say; do not bother him or put him to any more 
trouble than he had. 


DIFFERENTIAL DIAGNOSIS 


Except the scoliosis, which I do not suppose 
we ought to pay any attention to, the three im- 
portant things are the chest, the abdominal mass, 
and the rectum. We have these three facts, 
and the first thing to do is to see if we can 
think of anything that would explain them all. 
The rectal lesion cannot be tuberculosis so far 
as I know. I never heard of tuberculosis doing 
anything like that. I believe it is malignant,— 
he has a cancer of the rectum. What is the mass 
in the epigastrium? If he had lived longer and 
been in better shape I think we should have 
known more. It might be a fecal mass so far as 
I know. 

Dr. Hotmes: The examination of the colon 
and small bowel was practically negative. 

Dr. CasoT: Masses connected with stomack 
are ordinarily not fixed. It is conceivable that 
this mass is connected with the stomach. But it 
is not in the position where it could be connected 
with the ecardiae end of the stomach; it is too 
low; and the X-ray seems to exclude its being 
connected with the pyloric end. So on the whole 
I think this tumor is not connected with the 
oa unless on the cardiac end, which I do not 
think, 

I think he has pulmonary tuberculosis. I do 
not see how you could make that X-ray picture 
go with malignant disease. If it is it’s the first 
time I’ve seen it. If you think it is bronchiec- 
tasis I should have to say that I never knew bron- 
chiectasis to make such a picture as that, and I 
have known tuberculosis to make such a picture. 

As to the possibility of pulmonary syphilis, 
when Dr. Holmes showed that first picture I 
remembered some pictures he used to show when 
Dr. Abner Post was here. He had a collection 
of plates representing lesions which Dr. Post 
thought were due to syphilis, and we had no 
other diagnosis to propose. I take it we know 
very little about syphilis of the lung today. | 
certainly know very little. There certainly is 


evidence pointing to disease at the top in the 
X-ray. The crackles on two separate occasions 
in the Out-Patient Department and in the wards 
were heard in the left apex as well as the right. 
That is not like anything that I know about 
syphilis, which is not saying a great deal. On the 
whole I am going to rule out syphilis because I 
know so little about it, and particularly because 
we have evidence of a bilateral lesion. I think 
he has tuberculosis of the lung, cancer of the 
rectum, and what he has in his middle I do not 
know. What could he have there? It might 
perfectly well be in the omentum. Fixation is 
not usual in omental tumors, but then this man’s 
diaphragm is not at all a usual diaphragm, and 
the fixation of any abdominal tumor depends 
largely on the diaphragm. I think this lower 
mass is in the rectum. Cancer of the rectum 
extending into the omentum, tuberculosis of both 
lungs, extensive in the left lung, with the heart 
pushed into the back by the adhesions of the 
left lung, with some tuberculosis of the right 
apex also. I do not see any reason to accuse the 
heart of any disease. The kidneys are all right, 
and the gastro-intestinal tract, aside from the 
rectum, and the nervous system is all right. 
That is as far as I ean go. 

A Strupent: How about carcinoma of the 
pancreas ? 

‘ Dr. Casor: Cancer of the pancreas usually 
causes jaundice. He has not had that. It causes 
a deep tumor; this seems to be a superficial 
tumor. 

A Stupent: What is the percentage of met- 
astases from the prostate? 

Dr. Capot: I cannot say. It goes to a great 
many places. 

A Srupent: Would the metastases show in 
the skull! ? 

Dr. Hotmes: I looked up the skull plate 
afterwards and it is perfectly normal. Metas- 
tasis from the prostate is first to the bones of the 
pelvis and later may involve the bones of the 
skull. 

A Srupent: Could that mass be connected 
with the liver? 

Dr. Casot: I do not see that I could ex- 
clude it. But ordinarily with that you do not 
feel a single mass, you feel a good many, and 
the whole liver is obviously enlarged. This 
seems to be pretty localized. 

A Stupent: What of the pelvic symptoms? 

Dr. Casor: I think those are due to the irri- 
tation of the bladder. He has rectal carcinoma, 
but I do not believe it has gone through into 
the bladder, although it would irritate it. 

A Srupent: Would metastasis to the omen- 
tum give such an amount of vomiting? 

Dr. Casot: No, it would not. I do not. see 
anything that would account for that except the 
presence of an active tuberculosis. Dr. Holmes. 
showed us an area there in the esophagus which 
may have some connection with the vomiting... 
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A Stupent: Is it not possible that he had two 
primary tumors? 

Dr. Canot: I never heard of that. I sup- 
posed that the word primary meant that it 
started in one place. 

A Stupent: Would it not be possible to have 
pressure upon the esophagus by retroperitoneal 
glands? 

Dr. Casort: You mean bronchial glands. Yes, 
as far as I know. I have not seen that particu- 
lar thing. The stenosis may be due to metas- 
tases as you suggest. 

A Stupent: What chafees do you think there 
are of metastases superimposed on the old tu- 
bereulosis in the lung? 

Dr. Casor: I never heard of the two to- 
gether, and nothing in the plate suggests any- 
thing I have seen of metastases in the lung. Dr. 
Holmes, does that plate, aside from any knowl- 
edge you may have as to the outcome, suggest 
any metastases? 7 

Dr. Hotmes: No. Metastases of the lungs 
usually show if they come from below the diaph- 
ragm as sharply defined masses. 

Dr. Casot: Usually bilateral. 

Dr. Hotmes: Yes. Primary malignant dis- 
ease of the bronchus may cause occlusion of the 
bronchus and collapse of the lung Malignant 
disease of long standing in the lung usually 
pushes the heart in the opposite direction. 

A Stupent: How about the gall-bladder, 
cholelithiasis ? 

Dr. Casor: The description of the tumor 
isn’t like a description of the gall-bladder. The 
gall-bladder is generally a round or pear shape 
tumor: this seems to run transversely. In the 
majority of eases in which the gall-bladder is 
enlarged as a result of malignant disease you get 
jaundice too. 

A Srupent: Do you suspect intestinal tu- 
bereulosis ? 

Dr Casor: No, I don’t see any reason to. | 
think he has enough cancer to account for his 
intestinal symptoms. 

A Strupent: Is intestinal tuberculosis com- 
mon with phthisis? 

Dr. Cabot: Yes, it is common to get it and 
common not to get it. I cannot give the figures. 
The majority that die of tuberculosis of the 
lungs do not have much in the intestine. 

A Stupent: What is the commonest site of 
metastases to carcinoma of the rectum? 

Dr. RicHarpson: The retroperitoneal glands 
and the liver. 

A Stupent: Aside from the metastases to 
the bone where does the prostate metastasize ? 

Dr. Casor: I have seen it in the lungs and 
liver. First bone, then what? 

Dr. Ricnarpson: Retroperitoneal glands. 
liver, and those cases where they are widespread 
through the body, the bones being involved. 

Dx. Casor: I think we shall have to sav 
cancer of the rectum and tuberculosis of the 


lungs. I am not sure about the middle, but guess 
metastases in the omentum. 


X-RAY INTERPRETATIONS 


September 12. Findings are probably due to 
a longstanding pathological process in the chest 
which has displaced and distorted the esophagus. 
The chest findings suggest that the original proe- 
ess was tuberculosis. 

October 17. Findings may be due to an ex- 
tensive destructive and fibrosing process in the 
left lung or to collapse of the left lung from oc- 
elusion of the bronchus. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the rectum. 
Pulmonary tuberculosis. 
Secondary anemia. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Cancer of the rectum with metastases in the 
omentum. 
Tuberculosis of the lungs. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Diffuse carcinoma of the stomach with exten. 
sion to the esophagus and with metas- 
tases in great omentum, peritoneum, 
small intestine, large intestine, rectum, 
retroperitoneal tissue and retroperitoneal 
Ivmph glands. 

Cancerous stricture of the rectum. 

—e and fibroid phthisis of the left 
ung. 


2. Secondary or terminal lesions 
Hypertrophy of the right lung. 
3. Historical landmarks 


Foci of obsolete tuberculosis of the upper lobe 
of the right lung. 
Chronic pleuritis. 


Dr. Ricnarpson: In the abdominal wall there 
was a little distension at one place due to some 
distension of the intestine. 

When we lifted the sternum off we were con- 
fronted by lung tissue everywhere. The middle 
lobe of the right lung, the upper lobe, and part 
of the lower lobe were in the foreground, and 
the upper and middle lobes extended over to the 
‘eft lateral wall of the thorax. At one point 
high up on the left lateral wall the upper lobe 
presented a band of old adhesions. In the apical 
portion of the right upper lobe there was a miss 
of obsolete tuberculosis which was bound down 
by old adhesions in the region of the apex. Down 
along the right lateral margin of the right lung 
there were also old adhesions beneath which 
were small masses of obsolete tuberculosis. The 


\ 
a 

ths 
pi 

a 
in 
CO 

| le 
dis 
eh 
eh 
‘ 
lu 
he 
mi 
Ca 
er 
lef 
th 

th 

a 
in 
ne 
wi 
er 
te 
H 
co 
ea 
he 
let 
ba 

a 
Wi 
: of 
th 
m 

ay 
al 
ha 
| th 

m: 

he 

st 
Wi 
er 

» 


Volume 192 
Number 1 


CABOT CASE RECORDS 


27 


tissue of this lung elsewhere other than for the 
hypertrophy was negative. The heart was 
pushed over to the left with its right border in 
a line with the left border of the sternum. Turn- 
ing back the hypertrophied right lung, whieh 
completely covered the heart, what there was 
left of the left lung appeared. It showed much 
distortion and dilatation of the bronechi—bron. 
chieetasis—and in a few places the dilated bron. 
ehi led into small cavities in which there was a 
small amount of mucopurulent material. The 
lung consisted chiefly of connective tissue with 
here and there smaller and larger masses of pig. 
mented fibrous tissue with intermingled fibroeal. 
eareous masses. There was of course consid- 
erable chronic pleuritis, but not massive. The 
left lung could be practically covered over with 
one hand. 

Dr. Casot: The-bronchiectasis is a part of 
the tuberculosis? 

Dr. RicHarpson: Yes. 

A Stupent: How long had he been living 
on one lung? 

Dr. Casor: A good many years, I should 
think. It would take some time to hypertrophy 
a lung to that extent. 

A Stupent: Is that uncommon in tubereu- 
losis ? 

Dr. Ricuarpson: Compensatory hypertrophy 
in varying extents occurs at times, but I have 
never seen a lung so hypertrophied as this one. 
We had one ease here in a child, where there 
was trouble in the bronchi, atelectasis of the low- 
er lobe, hypertrophy of the upper lobe. It ex- 
tended over into the left cavity quite markedly. 
Here however we have the right lung extending 
completely over into the left cavity and practi- 
eally filling both cavities. 

A StupEnt: Is there any active tuberculosis ? 

Dr. Ricuarpson: No, I did not find any. 

Dr. Casor: What was the position of the 
heart in relation to the thoracie wall? 

Dr. Ricwarpson: It was pushed over to the 
left as mentioned, with the right side pushed 
backward somewhat, bringing the left ventricle 
a little more to the front than it usually is, and 
with the intervening hypertrophied middle lobe 
of the right lunge between it and the anterior 
thoraecie wall. The heart was small, 222 grams, 
mvoeardium flabby, valves negative. The aorta 
and great branches showed only a very slight 
amount of sclerosis. 

The esophagus was very much as Dr. Holmes 
has deseribed it. At the lower end the wall was 
thickened a little where it joined the stomach, 
and this thickening was continued, but more 
markedly, into the stomach wall, which was the 
seat of a small-celled earcinoma of the leather 
bottle type. Along the greater curvature of the 
stomach there was a thick ridge-like mass which 
was thickened omental tissue infiltrated with 
cells of the new growth. Along towards the less- 
er omentum there were a few enlarged glands. 
Some of these showed infiltration with cells of the 


new growth and others seemed to be surrounded 
by cell-infiltrated tissue; but the glands them- 
selves were negative. What gave them the feel- 
ing of a mass was this thickening of the perito- 
neum, this ridge, and the thickening of the 
stomach wall. 

There was nothing in particular about the 
small intestine except that at the lower end of 
the ileum there was a strip that looked like the 
process in the stomach wall. The large intestine 
was negative down to the lower end of the sig- 
moid; but from that point down, involving the 
entire rectum, there was a process similar in all 
respects to the one in the stomach wall. The 
new growth markedly constricted the rectum. 

A Stupent: How about the prostate? 

Dr. Ricnarpson: That was negative, as were 
the seminal vesicles and testes. 

Dr. Casot: Those two carcinomas were per- 
fectly independent as IT understand it? 

Dr. RicHarpson: That is, of course, a point 
which could be debated. The process was re- 
garded here as primary in the stomach. 

Dr. Canor: In retrospect, Dr. Holmes, have 
you anything to say about the stomach ? 

Dr. Hotmes: Part of the reason I missed it 
was that I knew the man had eancer of the ree- 
tum and that he had this process in the lungs, — 
and it never occurred to me that he might also 
have cancer in his stomach. Of course the X-ray 
examination did show a fixed diaphragm, and 
we have other evidence of cancer such as regur- 
gitation of the stomach contents into the 
esophagus. This infiltration of the whole stomach 
did not show in the X-ray. I cannot explain 
at all the presence of peristalsis over the lower 
end of the stomach. The infiltrated wall with- 
out any ulceration of course might allow a cer- 
tain amount of peristalsis. This variety of neo- 
plasm in the stomach is pretty rare. We used 
to eall it cirrhosis of the stomach. We have a 
croup of cases that have been diagnosed as 
syphilis which present a similar picture. 


CASE 11012 
CHILDREN’S MeEpiIcaAL DEPARTMENT 


An Trish-American schoolgirl of five entered 
October 11. Her complaint was diarrhea, vom- 
iting and bloody stools of six days’ duration. 


F. H. Good, except that during the past 
ten days the mother, an aunt, and four other 
éhildren had had symptoms similar to those of 
the patient but less severe. 


P. H. 
months. 


P. I. October 6 at eleven o’clock at night 
the child began to have severe diarrhea with 


Good, except for pertussis at two 


movements every half hour and vomiting of 


The next day the stools were 
The par- 


food or water. 
bloody. The symptoms persisted. 
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ents were unable to think of any food which 
could have caused the illness except some corned 
beef eaten October 2. The meat was very thor- 
oughly cooked. The patient ate very little. 
The next day the youngest child became ill, 
October 4 another child, October 7 another, 
October 9 the aunt and October 10 the mother 
and another child. The children had bloody 
diarrhea. 


P. E. A well nourished child with flushed 
cheeks, sunken eyes, red lips and dry skin and 
tongue, gasping frequently for breath and 
showing pronounced air hunger. Head and 
throat not remarkable. Lungs clear. Jleart 
normal except for rapid action. Addomen very 
warm. Generalized tenderness throughout. 
Genitals normal except for a small amount of 
pus in the vaginal outlet, apparently from the 
rectum. Rectal examination. Red congested 
areas with pus around the rectal walls and com- 
ing from the anal canal. Pupils normal. [e- 
flexes active. 

T. 104.6°-98.4°, P. 188-102, F. 44-18, all three 
generally falling. Urine. Amount and Sp. gr. 
not recorded, a trace to the slightest possible 
trace of albumin at all three examinations, 
leucocytes at all, twice in large numbers; (no 
eatheter specimen). Blood. Hgb. 80%, leuco- 
eytes 9,200, polynuclears 80%. Wassermann 
negative. Stools. Green, with microscopic 
blood ‘at one of two examinations. Culture 
from lower anal canal October 11. Pneumocoe- 
cus, eolon bacillus. October 13. Colon bacil- 
lus. Blood culture October 14. No growth. 


Orders. Individual precautions. Orange 
juice 3 iv at once. Liquids. Paregoric minims 
iv every four hours. Sodium bicarbonate gr. x 
every four hours. October 12. Paregoric min- 
ims iv. October 14. Paregoric minims vii im- 
mediately and one minim after each stool. 
Force fluids. Water with sugar. Boiled 
skimmed milk. October 15. Saline enema. 
Paregorie minims vii p.r.n. for abdominal pain. 
October 17. Paregorie minims vii for abdomi- 
nal pain. October 29. Sodium phosphate acid 
gr. v and hexamethylenamin gr. v, each 4 i.d. 


October 11 the child was given 500 c.c. of 
normal salt subpectorally at one o’eclock, 500 
e.c. of 5% glucose subpectorally at four o’elock, 
and 750 ¢.c. of normal salt solution subcuta- 
neously in the inner surface of the thighs at ten. 
She was given 375 c.c. of glucose subcutaneously 
at four the next morning, 750 ¢.e. of normal 
salt subpectorally at noon, and 850 e.e. of nor- 
mal salt subeutaneously at seven o’clock. Oc- 
tober 13 she was given 735 c¢.c. of normal salt 
subpectorally at one o’clock and 750 e.e. sub- 
eutaneously at four. There was marked im- 
provement in the symptoms. By the 14th the 
vomiting had ceased. There was still some 
diarrhea. October 15 she was given tuberculin 


1/100 intradermally. She took fluids by mouth, 
Her appetite increased. By October 22 there 
was marked improvement. The diarrhea was 
checked, the temperature was nearly normal, 
and she was eating semisolid food without ab- 
dominal pain. The urine showed albumin, but 
few white cells until about the 29th. When 
they appeared she was placed on urotropin and 
acid sodium phosphate. October 30 the blood 
serum agglutinated bacillus Shiga 1:50 within 
twenty minutes. That day she was discharged. 


DISCUSSION 
BY DR. FRITZ B. TALBOT 
NOTES ON THE HISTORY 


Four days after eating the corned beef is too 
long time for it to be responsible. 

If the history only is considered, the one 
thing that must be ruled out is intussusception, 
which has a sudden onset. But the history of 
incidence in several members of the family 
practically rules it out. Furthermore, the 
course of the disease also ruled it out. 


NOTES ON THE PHYSICAL EXAMINATION 


This is a characteristic picture of acidosis 
with air hunger, cherry-red lips, and a dried 
out body. 

The trend of the temperature is 104.6° down 
to normal. The temperature, pulse and respi- 
ration were generally falling. 

It was impossible to get the urine most of 
the time. There was no catheter specimen, con- 
sequently the pus found in the sediment may 
have come from the stools. 

The relatively high polynuclear count sug- 


gests infection, but the white count was normal. © 


This is a characteristic case of acute dysen- 
tery, which is nowadays a very rare thing in 
this community. The diagnosis is made by a 
negative physical examination and a_ positive 
history of bloody stools containing pus. 
The question of greatest interest is, what is the 
infecting organism? Is this a pure dysentery 
or typhoid fever? And the second factor of im- 
portance is the presence of acidosis. 

In typhoid fever blood and pus in the stools 
are rarely if ever found in children. I do not 
remember seeing the combination in any case. 
Bleeding in typhoid is a relatively rare compli- 
cation in childhood. Attempts to make a pos- 
itive diagnosis of dysentery at first were not 
successful. Later a positive diagnosis was 
made by. obtaining a positive reaction with the 
blood to the Shiga dysentery bacillus. 

The important side of the treatment of this 
case lies in the treatment not so much of the 
diarrhea as of the acidosis and the desiccation. 
The diarrhea of course resulted in drying out 
the body, and the drying out and diarrhea and 
vomiting together caused the acidosis. the dry- 


\ \ 
ni 
t] 
| be 
O 
b 
p 
a 
a 
a 
u 
lc 
ti 
| q 
st 
| h 
a 
tl 
b 
t 
Sl 
t] 
4 
Si 
| q 
1] 
~ 
| h 
S 
n 


wa 


Volume 192 
Number 1 


CABOT CASE RECORDS 99 


ing out and the acidosis being symptoms and 
not diseases, 

The orders were varied, but as we read down 
there is an order to force fluids, later to give 
boiled skimmed milk, saline enema, and then on 
October 29 an order for sodium phosphate and 
hexamethylenamin, because it was thought de- 
sirable to treat the pyelitis whether it was 
proved or not. A very large amount of liquid 
—nearly two liters—was put in subcutaneously, 
after which the symptoms of desiccation and 
acidosis commenced to disappear. This rec- 
ord shows what tremendous amounts of liquid 
are necessary before the body fluids are brought 
up to normal. 

The rationale of the treatment was as fol- 
lows: We have first diarrhea, loss of fluid 
from the body, secondly vomiting, failure of 
fluid to get into the body. Under ordinary 
circumstances a normal child will take into the 
body something like three pints in twenty-four 
hours. Consequently, on the three days before 
she stopped vomiting there was a deficit of 
three pints per day. That had to be made up, 
and we do not know how great the deficit was 
for the days preceding admission to the hospi- 
tal. If anyone will try to go for twenty-four 
hours without any liquid whatever he will 
quickly have symptoms. 

The second feature of the treatment comes 
back to the same thing, that is that she was 
starved. With such persistent vomiting as she 
had no food was getting into the body. The 
body, on the other hand, was being kept warm 
all the time, and in faet she was overheating 
the body because of fever. The energy for that 
heat was coming from the body. As first it 
was supplied by glucose. The sugar reserve has 
been shown to be sufficient to last eighteen to 
twenty-four hours in a small infant, and per- 
haps thirty-six or a few more in an older child. 
After it is used up the fat in the body is called 
upon to supply heat. If the fat does not have 


‘sugar to burn it up, then there is a formation in 


the body of acetic and diacetie oxybutyrie acid. 
Those are the acids that precede uncompen- 
sated acidosis in a ease of starvation. Conse- 
quently the most important treatment in a case 
of this sort is to supply sugar which will pre- 
vent the formation of the retones. This was 
done by administering glucose subcutaneously. 

Clinically there is, I think, especially among 
the surgeons of this hospital, some question as 
to the advisability of administering glucose in- 
‘ravenously because of the possibility of shock. 
{t was found out last year that this could be 
prevented by a certain technique in the prepa- 
ration of the glucose and by adding a buffer 
solution which the chemist here has developed. 
Since this new technique has been adopted there 
has been no ease of shock or any reaction of any 
sort from the use of glucose either subcuta- 
neously or intravenously. 


Paregoric is given in doses of one to five 
minims after each movement of the bowels. 
The dose then varies with the number of move- 
ments. It results in a self-determined dosage. 
When more paregoric is needed it is obtained 
because there are more movements. When the 
results are obtained the dosage automatically 
diminishes. The purpose of the paregoric is to 
reduce the number of stools. There are cer- 
tain instances when paregoric should not be 
used, as for example during marked distension 
and evidence of toxic absorption. In such in- 
stances paregoric is contraindicated. On the 
other hand, if the stools are loose and watery 
and there is no distension it can be assumed 
that the toxic materials which may have been 
present need no longer be considered. 

The treatment then in this case—and the re- 
sults as we read on show that it was successful 
—was first to keep up the body fluid, second to 
supply sugar to prevent acidosis, third to pre- 
vent further loss of body fluids by stopping the 
loss from the bowels by means of paregoric, and 
finally by giving what food could be given to 
maintain the body resistance until the immu- 
nity was able to overcome the infection. 

A Puysician: Have you any objection to 
the saline or glucose being given intraper- 
itoneally 

Dr. TaLBot: It is accepted as useful in many 
parts of the country. Personally I do not like 
to give it intraperitoneally in abdominal cases. 

A Parysictan: How do you arrive at your 
diagnosis or percentage of acidosis? 

Dr. Tatsot: The characteristic signs of 
acidosis are air hunger and cherry-red lips. 

A Puysictian: I meant do you have any 
chemical combination to arrive at the percent- 
age of acidosis? 

Dr. Casor: The carbon dioxide content of 
the blood we did not do in her case. We do 
it when we are working up a case for publica- 
tion, but practically speaking we usually do 
not need to do it. 

A Pnrysicran: Do you think bicarbonate of 
soda does much good in acidosis? 

Dr. TauBor: In fasting acidosis it is not 
necessary. In an infant it does do good in 
the deep acidosis that we get from such diar- 
rheas as cholera infantum and Asiatic cholera. 
It is essential in these two diseases, and it is 
probably essential to put it in intravenously. 
But in fasting acidosis I have come to the con- 
clusion that we can straighten out ninety-nine 
per cent. of the cases without using soda at all. 
In infaney the threshold or the line between 
acidosis and alkalosis is so close that the dan- 
ger of alkalosis should always be borne in mind 
when soda is given. The possibility of push- 
ing an acidotie condition over to alkalosis must 
always be borne in mind. It is better not to 
vive a baby more than two drams of soda in 
twenty-four hours under any condition. 
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A Puysician: Do you use hexamethylena- 
min as a rule? 

Dr. Tatsor: You can use either soda or 
hexamethylenamin. The choice lies with the 
individual. My own choice is to use hex- 
amethylenamin in the early cases and soda in 
the late ones. But I do not believe I could give 
any scientific proof that one method is better 
than the other. Sometimes one works and 
sometimes the other. 

A Puiysician: Did you say two drams or 
grains? 

Dr. Tatsot: Two teaspoonfuls. Occasion- 
ally we ean give an infant more, but I think it 
is a pretty safe rule to keep under two teaspoon- 
fuls in twenty-four hours. As long as the kid- 
ney function is normal we shall not get into 
trouble. 

A Puysician: If you give more what 
trouble will you get into? 

Dr. Alkalosis. 

A Puysician: Can you prove by blood an- 
alysis the changed condition of the blood to- 
wards the alkalosis? 

Dr. Tarror: Yes, and the symptoms of al- 
kalosis that are best known are those that re- 
ceive the name of tetany. 

A Puysictan: In ease of the development of 
alkalosis what would be the proper procedure? 
* Dr. Tatnor: It depends on a great many 
factors, but if the alkali is omitted the condition 
usually eorrects itself. With severe symptoms 
of tetany from the use of bicarbonate of soda 
the subeutaneous injection of 15 minims of sat- 
urate solution of magnesium sulphate usually 
acts very rapidly and beneficially. It is not 
wise to give an infant much more than fifteen 
minims beeause of the possibility of magnesium 
sulphate poisoning. It is a sixty-six per cent. 
solution. Ten grains (15 minims of a 66% 
solution) in the ease of a baby or young child, 
so far as my clinical experience goes, is safe. 


DIAGNOSIS 


Dvsentery, bacillary (Shiga). 


CASE 11013 
SurGIcAL DEPARTMENT 


An American laborer of sixty-three entered 
July 17. 


F. H. Not obtained. 


P. H. Not obtained, except that for the past 
few months he had been losing weight, his ap- 
petite had been poor and his stools a little hard- 
er in consistency than usual. He urinated once 
at. night. 


P.T. July 14 he was seized with pain in the 
right upper quadrant not severe enough to make 


him stop his work until the following day. He 
said the pain was really a soreness and was 
colicky in nature. July 16 he had severe pain 
in the lower abdomen, radiating to the testicles. 
He thought once or twice he was going to vomit, 
but did not do so. His last normal bowel move- 
ment was July 15. He was said to have had 
vood results from enemata July 16. He thought 
he passed a little gas. Micturition was some- 
what burning. For a day and a half he had 
taken only fluids. 


P. E. Evidence of considerable loss in 
weight. ‘‘Looks malignant.’’ Tongue dry, 
with a thick white coat. Teeth false. Heart 
and lungs negative. Abdomen generally spas- 
tic throughout, most markedly so just above the 
symphysis. Maximum tenderness in both low- 
er quadrants, possibly more on the right. Both 
rings relaxed. The patient said he had bilat- 
eral herniae, but that they had not been down 
during the past few days. Marked tenderness 
on pressure in the right ring. No masses felt. 
Only an ‘occasional wave of peristalsis heard. 
Pain seemed colicky as the patient was being 
examined. He said it seemed to start around 
the umbilicus and go down to both lower quad- 
rants. Rectal examination, pupils and reflexes 
not remarkable. 

Before operation 7. 102.2°, rectal, P. and R. 
not recorded; wrine negative for albumin and 
sugar; blood not recorded except leucocytes 
16,000. 


Operation was done the evening of admission. 
The patient made a good ether recovery. He 
had some difficulty in voiding next day. There 
was considerable drainage, but no distension. 
The fluid intake was good. July 21 the general 
condition was poorer. The temperature was 
8°-99.8°, the pulse 81-97. The chart looked 
much better than the patient. The condition 
grew steadily worse. July 23 the abdomen was 
distended. There was a right inguinal hernia 
which could not be reduced. The urinary out- 
put gradually decreased, although the fluid in- 
take increased. July 25 he was cold and clammy. 
July 26 he began to have sterecoraceous vomit- 
ing, although the bowels moved several times. 
That evening he died. 


DISCUSSION 
BY DR. EDWARD L. YOUNG, JR. 


This is one of the cases where I am glad I am 
not in the position of the general practitioner 
who sees the patient first. In most medical 
cases it really does not make much difference 
whether we make a diagnosis today or tomor- 
row. Where it is a surgical emergency it may 


| make the difference between life and death. and 


whereas we see a good many mistakes here and 
sometimes b'ame the first practitioner who sees 
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the case, 1 ‘think on the whole the batting aver- 
age is pretty good. It is often very ditticult to 
make a diagnosis early. Here for instance is 
a man who comes in three days after trouble 
has started, and it is still a confusing picture as 
to diagnosis. 

One thing we are pretty sure of, that it is a 
eondition which needs operation. He has had 
three days’ symptoms pointing toward the ab- 
domen. He has a temperature of 102.2°, and a 
blood count of 16,000. He has spasm all over 
lis abdomen, but without distension. He did 
have a good result from enema the day before 
admission. 

| think there are two or three things that will 
help us to narrow the diagnosis, because this is 
confusing enough so that we have to think a bit 
as to whether we are going to make an incision 
below or above the umbilicus. What are the 
possibilities ? 

First the appendix, to be thought of always 
in any abdominal emergency. He is sixty-three. 
That entitles him to the most atypical symp- 
toms. It starts in the right upper quadrant, 
which does not rule out the appendix. He has 
a temperature and blood count consistent with 
it, and an abdomen which shows spasm through- 
out. It might be an appendix. 

Can it be intestinal obstruction? Not with 
a temperature of 102.2°, with a good bowel 
movement the day before, two days after he be- 
gan to have trouble. It seems to me we can 
rule that out. Of course where there has been 
hernia and none is present at the time of exam- 
ination we have to consider always whether or 
not there is strangulation from reduction en 
bloc. It hardly seems to me we are justified in 
making that diagnosis. 

Can it be malignant disease in fact, which has 
been gradually shutting down, which has per- 
haps now instead of -eausing obstruction caused 
perforation? That does oceur. We cannot 
entirely rule it out. The pain in the first place 
was not the pain of abrupt perforation. That 
is. as a rule an intense, agonizing pain which 
does not allow the patient to work. It could 
he however what we eall a subacute perforation. 
‘he gradual working through of necrosis and a 
reaction of the peritoneum so that it was partly 
walled off, and now he has a general peritonitis 
from that. 

Can it be any other perforation? We have 
uo evidence in the nast history of indigestion to 
suggest any trouble in the stomach or duode- 
niin. Moreover at sixtv-three we do not exnect 
‘lcer without the previous svmptoms: so that 
is a rather poor bet as we read this storv. Of 
course if that was a suhaente perforation and a 
three-dav snread of infection it wonld give the, 
Pietnre as it was seen when he came in. 


progressive cholecystitis that at the end of the 
third day the centre of symptoms would seem 
to be below the umbilicus, but that it would be 
over the gall-bladder area. 

I do not think as I read this that it is pos- 
sible for me to make a certain diagnosis. But 
I should say he had an acute abdomen and the 
only thing was to go in, heading for an appen- 
dix on the theory of chances. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Acute abdominal emergency, possibly appen- 
dicitis, possibly malignant disease of the 
cecum with subacute perforation. 


PRE-OPERATIVE DIAGNOSIS 


Intestinal obstruction. 
Malignant disease of the cecum? 


OPERATION 


Gas and ether. Right rectus muscle splitting 
incision. On opening the peritoneum a cloudy 
fluid escaped. An appendix cake the size of an 
orange was broken into and a ruptured appen- 
dix, gangrenous down to the cecum, was re- 
moved. It was tied off very carefully. The 
cecum was very edematous. Wick deep into the 
pelvis and into the abscess cavity. 


PATHOLOGICAL REPORT 


Its surface is covered 
The lumen 
No evidence 


A swollen appendix. 
with fibrin, its walls thickened. 
contains a large soft concretion. 
of perforation. 

Acute appendicitis. 


FurtTHER DISCUSSION 


I think I should have put the intestinal ob- 
struction last, the appendicitis first, and malig- 
nant disease of the cecum second. It is a very 
important thing to remember that appendicitis 
at the two extremes of age can be and often is 
very atypical. 

This picture is best explained on the basis of 
what we know of spreading peritonitis with the 
vomiting, distension and obstruction that goes 
with that. I do not think we need consider 
malignant disease in the intestine with obstruc- 
tion, or that the herniae which it speaks of here 
were obstructed. A hernia that cannot be re- 
duced is not necessarily an obstructed hernia. 
So that I assume the best bet was spreading per- 
itonitis with a post-operative obstruction due to 
local adhesion from the operation. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 

Acute appendicitis with spreading periton- 
itis. 

Cancer of the larve intestine? 


Gall-bladder? We should not expect with a 


Appendectomy with drainage. 
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DR. EDWARD L. YOUNG’S DIAGNOSIS 


Acute appendicitis. 
General peritonitis. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
(Acute appendicitis. ) 
29. Secondary or terminal lesions 


General peritonitis. 

Intestinal obstruction with distension of the 
small intestine. 

Right inguinal hernia with pyocele. 

Acute pleuritis, right. 

Edema of the lungs. 

Chronie ulcer of stomach. 

Slight arteriosclerosis. 

Arteriosclerotic nephritis. 


3. Historical landmarks 


Appendectomy. 
Obsolete tuberculosis of the mesenteric lymph 
glands. 


Dr. Ricmarpson: The head was not exam- 
ined. 

The abdomen was not distended and the wall 
was soft, yet there was general purulent per- 
itonitis. The peritoneal cavity contained much 
purulent fluid, and the peritoneum generally 
was coated with fibrinopurulent exudate. There 
was an intact suture at the base of the appendix. 


We found no masses of new growth any- 
where. At the lower end of the ileum a few 
coils were collapsed, with adhesions about them. 
Above that the small intestine was distended. 
containing much fluid material, and there was 
much similar material in the stomach. The 
large intestine was negative. There was a 
small ovoid boggy mass 4 em. by 2% em. which 
rounded up under the skin in the region of the 
right inguinal canal. Just below it, a little 
high, the right testicle was felt. The mass was 
a pyocele, a collection of pus. 

Several of the mesenteric glands were en- 
larged and stony hard,—obsolete tuberculosis. 


The right pleural cavity contained a small 
amount of cloudy fluid and fibrinous exudate. 
There was 200 c.e. of clear fluid on the left. 


The aorta showed a slight amount of arte- 
riosclerosis above the diaphragm. In the abdom- 
inal portion and the great branches there was 
a slight to moderate amount of arteriosclerosis. 
—all told not much arteriosclerosis, best marked 
in the abdominal portions and great branches. 

The kidneys combined weighed 220 grams; 
the capsules were slightly adherent, the sur. 
faces rather granular, finely to coarsely, the tis. ' 


sues tough, with some indistinctness of the 


markings, the cortex narrow,—arteriosclerotic 
nephritis. 

In the stomach there was a small chronic 
ulcer. 
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STUDIES IN ASEPTIC INTESTINAL ANASTOMOSIS 


Burket, W. C. (Archives of Surgery, Part 1, Novem- 
ber, 1924). 

In his second article, Burket describes an aseptic 
method of end-to-end anastamosis by the invagina- 
tion of the ligated blind ends of the intestines to 
form a digestible boli, the release of which re- 
establishes the continuity of the intestinal lumen. 
He states that: 

1. The method is a simple, clear-cut operative 
procedure that makes end-to-end intestinal anasta- 
mosis, especially of the large bowel, a much safer 
undertaking than the open method, certainly from 
the standpoint of soiling and infection. 

2. The method is applicable to both small and 
large intestines in an animal of any size or age. 

3. No special mechanical device or instrument is 
required. 

4. No material is withdrawn nor is any operative 
procedure carried on through the line of suture in 
order to reéstablish the lumen. 

5. No instrument or nondigestible mass, such as 
the button used in intestinal anastamosis, is left in 
situ to interfere with healing or anything that must 
be passed out of the intestines either by peristalsis 
or otherwise. 

6. The anastamosing sutures are all tied before 
the intestinal lumen is reéstablished. 

7. Asepsis is dependent on the effectiveness of the 
actual cautery and the skill with which sutures are 
placed in the submucosa without penetrating the 
mucosa. 

8. A method is available which will permit the 
study, free from the factor of infection from soiling, 
of various problems relating to intestinal anastamo- 
sis, such as the problem of postoperative adhesions, 
the selection of the most suitable number and kind 
of sutures, ete. 


[E. H. R.] 


A CLINICAL STUDY OF DISEASES OF THE CIRCULATION OF 
THE EXTREMITIES 


Brooks, B., and Jostes, F. A. (Archives of Surgery, 
Part 1, November, 1924), describe a new method of 
examination. Their article is thorough and inter- 
esting, illustrated by many experimental cases, charts 
and plates. Their method of procedure is to ascer- 
tain the temperature of the extremities by the inser- 
tion of a needle into the tissues which is connected 
with a galvanometer. The description of the technic 
and its value is included in the article. 

[E. H. R.] 
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THE NEW YEAR 


Farner Time, with his not unkindly scythe, 
has reaped another row and brought us to the 
turn again. Onee more he has stolen a march 
on us and finished a year before we were quite 
ready for it to end, for we are the hares and he 
is the tortoise. We tarry while he plods along 
and sleep when he has the goal in sight. 
Nevertheless he brings us his compensation; 
for each unfulfilled year that he takes away he 
leaves a fresh one, its pages unmarred, its deeds 
still to be performed by those who have the 
courage and the strength to perform them. It 
1s ours to do with what we will. It is the great 
opportunity again awaiting us. Some will hus- 
band it and use it well and write it into their 
characters; others will waste it as they have 
wasied those that went before and those that 
are vet to come, for Time, if just, is generous. 

The year that has just been written up and 
turned over, to be filed with the records of the 
‘ges, has witnessed great achievements in our 
broad field of medicine. A glance at the record 
sheet will show that many have been faithful 
'o ‘heir trust and have made some mark upon 
evch day. Sueh records will live in the ad- 
vaneement of the race, though the names of 
their makers may be lost in that great oblivion 
from whieh but few escape. 


The open season for resolutions is on us, and 
many are made and most are broken. A good 
resolution adhered to is a rare and pleasant 
thing indeed, but a broken resolution may not 
be entirely lost. It may be counted as some- 
thing to have made the attempt, and man is but 
a frail thing after all. The Journat, with its 
famous conservatism, might well put its resolu- 
tion in the past tense. resolving that the finished 
year has been the most successful of its career. 
Lest this should offend the bolder spirits among 
us, we might almost dare to make the same reso- 
lution for the year on which we are now enter- 
ing, a year, be it noted, that will bring with its 
close the close of the first quarter of this twen- 
tieth century for which so much was promised. 
Much was promised and much has already been 
fulfilled but it has also brought its disappoint- 
ments. The millennium has not arrived. The 
lion and the lamb have not yet learned to le 
down together. There is much left to be done 
in the seventy-six short years at our disposal 
and we must up and at them! 

The JourNAt, wishes for the New Year en- 
lightenment to its foes, if it has them, and to its 
friends prosperity, happiness and success; suc- 
cess not only in the material things of life— 
those, for our good, should be carefully meas- 
ured out—but suecesss in the betterment of our- 
selves, in the improvement of our opportunities 
and in the acquisition of those spiritual and in- 
tellectual blessings that will make our lives a 


joy to live. 


INCREASING HEALTH HAZARDS 


Dr. YanpetL Henperson, of Yale Universi- 
ty, reported to ‘‘Science Service’’ that the mys- 
terious ‘‘insanity gas’’ causing the recent out- 
break of poisoning at Bayway is in reality 
tetracthyl lead. It is reasonable to assume, 
therefore, that the symptoms described were 
actually due to an acute lead encephalopathy. 

Tetracthyl lead when added to gasoline pre- 
vents premature explosions and increases effi- 
ciency. It eliminates the ‘‘knock’’ and makes 
possible engines using much higher compression 
than is at present possible. Dr. Henderson re- 
ports that he has been trying for many months 
past to warn the health authorities and the gen- 
eral publie of this new hazard, for although 
the amount added to gasoline is small, yet if all 
ears used it, a person on Fifth avenue, New 
York, might in eight hours inhale the minimum 
amount sometimes inducing symptoms of lead 
poisoning. This possibility is enhanced by 
the fact that, when a cylinder misfires, undecom- 
posed tetracthyl lead may be discharged. 

The U. S. Bureau of Mines at Pittsburgh has 
studied the effect on animals of the combustion 
products of gasoline with this substance added 
in the usual commercial concentration of one 
part in a thousand. The concentration of ex- 


‘ 
19 
| 
— 
Ye 
ak 
Fe 
pa 
BE 
3 
= 
a 


34 EDITORIAL DEPARTMENT 


haust gas in air used was that which, when com 
ing from the average automobile would be four 
parts of carbon monoxide in ten thousand parts 
of air, a concentration allowable for a period o! 
only an hour from the standpoint of earbon 
monoxide, and exceeding that existing in ordi- 
nary street traffic. The animals, observed for a 
test p:riod of eight months, showed no signs of 
lead poisoning. Observations on man showed 
that lead from exhaust gases when inhaled is 
again exhaled. 

The danger from this anti-knock mixture 
seems to be negligibie. With the rapid increase 
in chemical and mechanical discoveries and their 
wide appreciation in industry and in medicine 
as well, however, the need must be emphasized 
for examining them as to their possible detri- 
mental effects on health. The possibility of de- 
layed as well as immediate reaction must be 
reckoned upon. We know of agencies that do 
not exert their untoward influences upon us ex- 
cept after the lapse of years. There are even 
indications that these reactions may be de'ayed 
for generations. Many individuals still living 
are suffering from the delayed effects of over. 
exposure to the roentgen-ray; a danger that was 
not appreciated during the early years of its 
use. The same applies to radium, and now 
evidence is even being put forward that seems 
to indicate that the worst effect of over-radia- 
tion may not appear until the seeond or third 
generation. Our ingenuity is constantly intro- 
ducing new hazards, many of them subtle in 
nature. Protection of the individual against 
these dangers must keep pace with their elabo- 
ration. In evoiving new experiments or new 
therapeutic measures in medicine, in particular, 
these possibilities must be borne in mind. Too 
often our knowledge is but a flash from our ig- 
norance. Although antitoxin has saved in 
eases beyond record, allergy has occasionally 
saved. Salvarsan has restored many thousands 
to comparative health, but it has also its vie- 
tims. The intravenous use of glucose with its 
occasional severe reactions has been practiced 
for years, but it was not until this month 
(B. M. & S. J., Dee. 11, 1924) that Stoddard 
published his method for preventing them. 


CANCER IN EARLY LIFE 


Unver this heading the Metropolitan In- 
surance Company reports on a study of 90.175 
deaths from ecaneer among Metropolitan Tndus- 
trial policy holders in a period of twelve years. 
with the discovery that 1.910 of these were of 
persons wnder 25 vears of age. Sareoma was 
responsible for most of the deaths in this age 
gronn. 

The organs most frequently involved were 
the brain. the bones, the kidnevs and snnra- 
renals, and the lungs and pleura. Of all the 
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brain eases one-third occurred under 25 years; 
of bone and kidney and suprarenal tumors 25 
per cent. were in this group, and of the lungs 
and pleura, 12 per cent. Diagnosis of brain 
tumor based on elinical symptoms was found to 
be unreliable and the percentage of error high. 
It is believed that such errors, however, are 
compensated for, those on the negative and pos- 
itive side of the line probably being about equal 
in number. Bone tumors have been recognized 
to be associated often with growth and develop- 
mental anomalies, accounting for their frequent 
occurrence in children. 

In the same bulletin a comparison between 
the death rates from cancer and tuberculosis is 
reported; the death rate front tuberculosis is as 
yet a little higher than that from cancer, 97 
per 100,000 in 1922 as against 87 from cancer, 
vet it is made clear that a child having reached 
the age of 10 vears is in more danger of dving 
from cancer than from tubereulosis. On the 
whole the deaths from tubereulosis oceur in 
early adult life and those from cancer at middle 
life and after. 

With a rising cancer death rate and a fa'ling 
tuberculous death rate, it may be expected that 
the actual rate may soon change plaees. An im- 
portant factor is unquestionably the great pub- 
lie attention with the expenditure of large 
sums directed towards tubereulosis  eontrol, 
while at-present provisions for cancer resea”ch, 
diagnosis and treatment are comparative'y 
small. An increasing toll from eancer with a 
decreasing toll from tubereulosis should soon 
serve to direct publie attention more foreibly to 
the former. 


Che Massachusetts Medical Society 


SECTION OF OBSTETRICS AND 
GYNECOLOGY 


CARLES E. Monaan, M. D., Chairman 
FRepERIcK C. Irvine, M. D., Secretary 
THos. R. Goetnats, M. D., Clerk 


Boston Lying-In Hospital. Boston, Mass. 


(Communications and questions addressed to 
the Clerk will be gladly received and 
cheerfully answered. ) 


A RECENT letter to the Section with reference 
to the necessity for careful estimation of the size 
of the baby in relation to that of the maternal 
pelvis reads in part as follows: 

‘“My experience has taught me that one simple 
way to find out whether the child ean be born 
the natural way regardless of the size of either 
is, a short time before the time of delivery to 
manually force the head down into the pelvis 
through the straits. If by introducing the hand 
in the vagina vou can feel the part advance that 
has always told me the child could be born nat- 
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arally, and possibly a comfortable confinement.’’ 

In the last paragraph of his letter the corre- 
spondent asks, ‘‘How can one tell the size of 
the child, and whether it means forceps or pro- 
longed labor ?”’ 

The answer to the above question is dependent 
upon the ability of the physician to compare the 
size of the maternal pelvis, which can be meas- 
ured with a fair degree of accuracy, with that 
of the baby, for which no accurate method of 
measurement has yet been described. The size 
of the baby is computed from several factors, 
including the development of the uterus at the 
time appraisal is made; the proportion between 
the amount of amniotic fluid and the amount of 
baby contained therein; the size of the baby’s 
head and breech as grasped through the abdomi- 
nal wall; the stature of the patient and her hus- 
band; and, most important, the experience and 
ability of the physician in computation. In 
other words, skill in predicting the weight of the 
fetus in utero is like skill in interpreting auseul- 
tatory sounds in the chest, and is only acquired 
by patient and prolonged practice. 

There is, however, considerable accuracy in 
determining the relationship of fetus to pelvis. 
Let us consider briefly two common types of 
eases. In each we may postulate that the patient 
is of normal physique and development, shows 
no abnormalities of heart, lungs or kidneys, and 
is not suffering from any constitutional disease 
such as diabetes, lues, or any form of anemia. 
Both patients are seen some three weeks before 
the estimated date of term. One is a primigrav- 
ida, the other has a living healthy child which 
was born two years ago normally and which 
weighed seven pounds, eight ounces at birth; the 
former we shall eall Mrs. P., the latter Mrs. M. 

Examination of Mrs. M. shows that her ex- 
ternal pelvic measurements are normal, the in- 
tercristal 28 em., the interspinous 25, the exter- 
nal conjugate 20. Palpation shows the baby to 
be presenting with the occiput left and anterior, 
ihe head freely movable from side to side above 
the brim of the pelvis. The fetal heart is counted 
at 140 beats per minute in the left lower quad- 
rant. An estimate of the baby’s weight is be- 
tween siz and six and a half pounds. Vaginal 
examination with two fingers reveals the ab- 
sence of obstruction in the pelvis either from the 
pelvis or the tissues within, the cervix soft and 
patulous to one finger tip, and the baby’s head 
‘illiug out the lower uterine segment smoothly 
and evenly. The promontory of the sacrum can- 
noe reached, and the diagonal conjugate there- 
‘ore cannot be measured without the aid of anes- 
‘iosia, As the examining hand is withdrawn the 
index linger is placed within the vagina on the 
ower border of the symphysis while the thumb 
“’ ‘he same hand is held on the upper border; 
vy tis means the height of the symphysis is 
estimated to be approximately normal. The hand, 
‘hon withdrawn, is clenched, and the fist pressed 


gently with its knuckles upward between the tu- 
berosities of the patient’s ischia, where it is 
found there is ample space for the fist to pass. 

What can we say regarding prognosis of 
labor? Summarizing the above, we are dealing 
with a multipara, para-2, whose past obstetrie 
history is normal and who has one living child. 
Her general condition is good, her pelvis is of 
normal size and normal throughout, and her 
baby is estimated at present to be slightly 
smaller than her first; even though her preg- 
nancy continue for another month this child is 
not apt to surpass the first in size to any appre- 
ciable degree. The fact that at the time of ex- 
amination the baby’s head is not engaged in the 
pelvis is, under the circumstances, of little mo- 
ment, because in multiparous women the vertex 
is as apt as not to remain unengaged until labor 
starts. We are, therefore, justified in giving 
a prognosis of uncomplicated labor and delivery, 
barring accident. 


With Mrs. P. the findings on general physical 
examination are the same as those in the ease of 
Mrs. M. Her pelvis has the same measurements 
and vaginal examination reveals no internal ab- 
normalities. The baby is estimated to be also 
about six pounds. Inasmuch as the patient is a 
primigravida we cannot definitely predict the 
character and efficiency of her future labor 
pains. However at this time, approximately 
three weeks before the estimated date of confine- 
ment, we are more likely than not to find on pal- 
pation that the baby’s head is either fixed in the 
brim of the pelvis or has passed well down 
through the superior strait; in which case we 
ean rest assured that with a normally effective 
labor delivery from below will be possible and 
spontaneous delivery the most likely outcome. 
Engagement of the head usually occurs in primi- 
parae several weeks before the onset of labor, 
and, when it has occurred, indicates that the 
particular baby can, with the rare exception of 
a markedly contracted pelvic outlet, be expected 
to be deliverable from below. In Mrs. P., how- 
ever, we have found by examination that the 
physician’s fist ean easily be passed between the 
tuberosities of the ischia, which means ordinari- 
ly that the average sized baby’s head will pass 
the inferior strait. 

Should engagement of the head not have oc- 
curred at the time the examination is made the 
method of impression mentioned above may be 
of great value. The physician presses the head 
of the child downward in the axis of the superior 
strait with one hand on the abdominal wall, 
while the fingers of his other hand in the vagina 
reveal that the head enters the pelvis, often to 
the level of the lower border of the symphysis. 
A positive finding of this sort is a reliable an- 
swer to the question as to whether the baby can 
pass through the pelvis. 

The foregoing: is not intended to discuss or 
even to suggest the question of pelvic delivery 
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versus Cesarian section in any ease. It is de- 
signed merely to illustrate the cypical findings 
in the normal pregnant woman shortly before 
term, with the suggestion that the physician who 
habitually examines his patients during the last 
month of pregnancy will be able to predict with 
a high degree of accuracy the probability of fav- 
orable outcome in the eases thus examined, and 
that deviations from normal relationship be- 
tween the baby and the pelvis through which it 
is destined to pass will be discovered at a time 
when future difficulties can be foretold and 
guarded against. 


MISCELLANY 


STAFF CHANGES AT THE MASSACHU- 
SETTS GENERAL HOSPITAL 


By vote of the Trustees, the surgical services 
at the Mass. General Hospital have been 
reduced from three in number to two; of these 
two, Dr. Daniel Fiske Jones will be chief of 
the East Surgical Service, and Dr. Edward P. 
Richardson of the West. The latter service 
will be devoted largely to teaching and 
research. 

Dr. C. A. Porter will occupy the position of 
Surgeon-in-Chief of both surgical services, but 
without active executive duties. 


UNITED STATES PUBLIC HEALTH 
SERVICE 


ANNUAL REPORT OF THE SURGEON GENERAL OF 
THE Pupiic 


A DOCUMENT of very considerable publie in- 
terest, the annual report of the Surgeon Gen- 
eral of the Publie Health Service for the fiscal 
year ended June 30, 1924, has been transmitted 
by the Secretary of the Treasury to Congress. 

Surgeon General Cumming points out that 
there is an almost universal tendeney towards 
a diminution of effort on the part of Govern- 
ment health agencies, national, State and local. 
due to the necessity for economy in official busi- 
ness. 

Considerable data are given with regard to a 
number of our common contagious diseases: 
diphtheria, for example, showed a _ reduction 
during the calendar year 1923 as compared with 
the previous year. <A very decided increase is 
noted in measles. In 1923, 45 States reported 
a total of 725,529 eases of this disease with 
10,282 deaths as compared with 260,803 cases 
and 3,592 deaths in 1922. Little change is seen 
with regard to scarlet fever. 

There was an increase of about 60 per cent in 
the number of cases of whooping cough with an 
increase from 4.4 deaths for every hundred 
cases to 5.5 deaths per hundred cases for the 
two years. This apparent inerease in cases 


— 


may be due to neglect in reporting milder cascvs, 
During the five years, 1917 to 1921 inclusive, 
more than 53 per cent of the deaths from whoop- 
ing cough were in children under one year of 
age and more than 93 per cent in children un- 
der five years of age. These facts emphasize 
the great importance of keeping young children 
away from this disease, if possible, as the 
chanees of surviving an attack inerease with the 
age of the child. 

Forty-five States reported a total of 30,771 
eases of smallpox, showing that this disease is 
much more prevalent in the United States than 
in European countries. There are a few coun- 
tries where there is a greater prevalence, among 
which are China and India. There is a marked 
contrast in the amount of smallpox seen in the 
New England States as compared with the 
south, west and the middle west. In Massa- 
chusetts, for example, during the five years end- 
ed December 31, 1923, but 114 cases of small- 
pox were reported. In Michigan, during the 
same period, there were 15,384 cases, while in 
California during that time, there was a total 
of 16,223 cases. These States have very nearly 
the same population. iy: 

Tuberculosis and typhoid fever continued to 
show some decline in both cases and death rates. 

The general death rate was slightly higher in 
1923 than in 1922 in 25 of the 36 States for 
which data are available. The highest general 
death rate 20.3 per thousand is shown for cities 
in Mississippi and the lowest, 6.5 per thousand, 
for the rural districts of Idaho. The death rate 
from all causes for 380 States for which reports 
are available was 12.3 per thousand population 
in 1923 as against 11.9 in 1922. 

It is pointed out that the average length of 
human life in the sixteenth century was esti- 
mated to be between 18 and 20 years. At the 
close of the eighteenth century, it was still less 
than 25 years,—and as late as 1900, it was be- 
tween 45 and 48 years. Comparing with these 
figures, the present average length of life esti- 
mated at 56 years in the United States, it is 
recalled that approximately 15 years has been 
=" to our span of life in this country since 


All plague suppressive measures carried on 
by the Federal Government in States other than 
California had been suspended at the close of 
the fiseal year ended June 30, 1922. It has 
been necessary to continue operations on a small 
scale in certain ‘counties in California on ac- 
count of plague in ground squirrels, and Sur- 
geon General Cumming states that he has no 
doubt that under present conditions this squir- 
rel infection will continue for years to come. 
He warns that, ‘‘this reservoir of plague in the 
United States should ever be kept in mind nor 
should our vigilance in maintaining squirrel 
free zones around rat infested cities in these 
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‘nfected communities be relaxed. One case of 
human plague, presumably infected in Mon- 
rey County, California, by ground squirrels, 
«os veported during the fiseal year and that 
cp? plague ground squirrels had been found 
4) San Luis Obispo County. These infected 
rodents by no means represent the extent of in- 
fection remaining.’”’ 

'; should be stated that the annual report 


‘ron. whieh these facts are taken was written 
some weeks before the outbreak of pneumonie 
plague in Los Angeles. 

There was no importation of exotic disease 
during the year with the exception of a few 
cases of typhus fever that may have entered 
surreptitiously by way of the southern border 
of the United States. 

The Marine Hospitals of the Public Health 
Service (ineluding contract hospitals) fur- 
nished during the year 1,232,754 patient-days 
hospital treatment, and all relief stations fur- 
nished in addition, 403,864 out-patient treat- 
ments. The majority of these patients are 
merchant seamen, although there is a consider- 
ably inereasing demand for hospital and other 
medical services from certain other beneficia- 
lies, especially those of the U. S. Employees’ 
Compensation Commission and the U. 8. Coast 
Guard Service. Six and one-half per cent of 
the patients remaining in’ hospitals June 30, 
1924, were beneficiaries of the U. S. Veterans’ 
Bureau. 

Additional buildings for the National Leper 
IIome at Carville, La., have increased the 
capacity of that institution to 420 beds. 

Through the State Department, from dip- 
lomatic and eonsular offices, and through other 
sources, reports of 109,359 eases of cholera with 
71.8598 deaths were received by the Surgeon 
General. These eases were distributed over 
nine countries. Bubonie plague shows a much 
wider distribution than cholera, there having 
boon reported 233,708 human eases with 189,096 
deaths distributed among the peoples of forty 
countries. 

Smallpox remains the most widely distributed 
plague in the world, due, the Surgeon General 
says, to negleet of vaccination, revaceination 
and in part to organized opposition to this most 
efficacious measure. Approximately one-fifth 
of oll eases reported occurred in the United 
States. 
“sphus fever, though not as extensive and 

ous as plague, is still being reported from 
countries. The measures enforced by 
“i «he Health Service to prevent the intro- 

«1 and spread of this disease are directed 
esccasively against the body parasite which 

“cys it and have proven efficacious. 

cllow fever was reported from only three 
oat vies during the year and while still a very 
voonal danger to the people of the Southern 


State, caused very little interference with com- 
mercial relations during 1923-24. 


For a number of years, the Public Health 
Service has conducted an extensive codpera- 
tive campaign for the discovery and cure of 
cases of trachoma,—a serious, contagious disease 
of the eyes, which, untreated, invariably results 
in extensive impairment of vision and often a 
total loss of the sight. This work has been econ- 
dueted with much suceess, and a program has 
been prepared by the Public Health Service 
and approved by the Commissioner of Indian 
Aifairs, for the purpose of undertaking it 
among the Indians. 


Demonstration projects in rural sanitation 
were conducted in 72 counties in 16 States. 
This is one of the most important and produe- 
tive works in which the Public Health Service 
is engaged. 

Further studies in cancer, goiter, malaria, 
wlaraemia, Rocky Mountain spotted fever and 
other diseases have been made. 


A vaccine for Rocky Mountain spotted fever 
has been prepared which will protect animals, 
which die without its use, but as yet no oppor- 
tunity has been afforded to test its efficacy in 
man. 


The importance of milk as a food and the 
dangers which may be caused by contaminated 
milk have long been recognized. The pub- 
lic Health Service has continued to be actively 
interested in the problems of maintaining a 
pure milk supply. 


In studies made in Child Hygiene, it was 
found that each child in a large group studied 
is ill during the ordinary school session on an 
average of 2.3 times, involving a total average 
loss of 7.8 days per child per school year or 4.1 
per cent of the possible days of attendance. The 
common cold and headache were found to be 
the most common causes of absence from school, 
with digestive disorders next and other diseases 
in the following order of frequency, namely,—- 
erippe, influenza, tonsillitis, sore throat and 
measles. Measles, however, cause considerably 
more absence in terms of days than either head- 
ache or digestive disorders. The duration of 
llnmesses as measured in school days lost per case 
was found to be greatest in whooping cough, 
searlet fever, pneumonia, diphtheria and meas- 
les in the order named. 

Two physicians and several laboratory work- 
ers have been attacked by either Malta fever or 
tularaemia through experimental work and 
have suffered long and seriously from their ef- 
fects. 

A new method has been devised for the stand- 
ardization of Insulin which has revealed the 
fact that there is a very considerable variation 
in the poteney of commercial supplies of this im- 
portant substance. 
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A WORTHY CASE 


THE amount received in response to our ap- 
peal in the JourNAt of December 4 now totals 
#295. 


REMOVALS 


Dr. Waurer H. Parker has moved from Dor- 
chester (Norfolk), to Brewster (Barnstable). 


Dr. Henry D. Luoyp has moved his office 
from 486 to 479 Commonwealth Ave., Boston. 


Dr. Georce H. Portier has moved from Marl- 
boro Street to 60 Bay State road, Boston. 


Dr. ABNER Post has moved to 130 Brattle 
Street, Cambridge. 


Dr. EvizABEtTH MACNAUGHTON has moved to 
132 Mason Terrace, Brookline. 


Dr. Junius W. Conen has moved from 1067 
to 1663A Blue Hill Ave.. Dorchester: 


Dr. Louis Fircupein has moved from Dor- 
chester to Brighton. His office is at 366 Com- 
monwealth Ave., Boston. 


Dr. JoHn V. C. Fisuer of Dorchester now 
has an office in Boston at 510 Commonwealth 
Ave. 


Dr. P. JosepH Murray has moved from Har- 
vard Street to 447 Talbot Ave., Dorchester. 


Dr. Epwarp Martin has moved from 246 to 
255 Warren St., Roxbury. 


Dr. ‘Henry M. Emmons has moved frem 
Jamaica Plain to West Roxbury. His office is 
at 320 Commonwealth Ave., Boston. 


Dr. B. W. RupMaAN has moved his residence 
px Roxbury to Brookline. His office is at 
68 Bay State Road, Boston. 


Dr. Cyrus C. Sturats has moved his resi- 
dence from Roxbury to Brookline. His office 
is at 721 Huntington Ave., Roxbury. 


RECENT DEATHS 


LEAVITT.—Dr. Wirtram W. Leavirt, a retired 
member of the Massachusetts Medical Society, died 
at the House of Mercy Hospital, Pittsfield, December 
24, 1924, aged 87. 

He belonged to a distinguished Massachusetts fam- 
ily. Born in West Stockbridge, he was graduated 
from Williams College as of the class of 1859 and 
studied at the Albany Medical School and later at 


the College of Physicians and Surgeons, New York, 
where he took his M.D. in 1860. 

When the Civil War broke out he enlisted as 
assistant surgeon in the navy and served with Admi- 
ral Farragut in numerous engagements. Resigning 
from the navy in 1864 he returned to West Stock. 
bridge, practised there for 20 years and moved tu 
Pittsfield in 1885. 

Dr. Leavitt was one of the oldest members of the 
State medical society, having joined it from West 
Stockbridge in 1865. From 1888 until his name was 
placed on the retired list in 1906 he was librarian 
of the Berkshire District Medical Society. For a 
term in the nineties he served his district as super- 
vising censor and councilor, 

Dr. Leavitt belonged to the Grand Army and the 
Masons. He was married three times. The survivors 
are his widow and a grandson. 


RISLEY.—On December 17, 1924, Dr. JoHN NorMan 
RisteEY died at his home in New Bedford, of pneu- 
monia, at the age of 48. 

Dr. Risley was a graduate of the Medical Depart- 
ment of the University of Pennsylvania in 1891. He 
settled in Philadelphia, moving to New Bedford about 
ten years ago and specializing in the eye, ear, nose 
and throat. He was a member of the American Medi- 
cal Association, the American Ophthalmological Soci- 
ety and the Massachusetts Medical Society. He is 
survived by his widow, who was Miss Marion Went- 
worth of New Bedford, and one child. 


WHITTIER. — Dr. FRANK N. WHITTIER, physical 
director at Bowdoin College, a noted pathologist and 
criminologist, died of acute heart trouble December 
23, 1924, on a train between Brunswick and Portland, 
Me. During the war he served as a major in the 
Medical Reserve Corps. He was 63 years old. 

Born in Farmington, Me., December 12, 1861, he 
was educated at Wilton Academy and Bowdoin Col- 
lege, from which he was a graduate in 1885. He 
studied law for a year and then studied physical 
training under Dudley A. Sargent until 1888. He 
was a graduate from Bowdoin Medical School in 1889. 
He was instructor in pathology and bacteriology in 
the Bowdoin Medical School, 1897-1901, professor 
since 1901, and medical examiner of Cumberland 
County since 1909. He was the first man in the 
country to use the serum test for blood in a court 
case; also the first to demonstrate the fact that the 
firing-pin of every rifle has a distinct individuality 
which can be shown by photomicrographs, and that 
this individuality is stamped on the primer of a 
shell at the time of firing. 

He was a member of the American Medical Asso- 
ciation, American Association of Pathologists and 
Bacteriologists, the Maine Medical Association, the 
Society of Gymnasium Directors, and the Society for 
the Advancement of Physical Education, a member 
of Delta Kappa Epsilon, Phi Chi and Phi Beta Kappa 
fraternities. 


VAN REYPEN.—REAR ADMIRAL WILLIAM K. VAN 
REYPEN, retired, former surgeon-general of the navy. 
died December 22, 1924, in Washington. He was 
born in New Jersey in 1840. He was retired in 1902. 

Admiral Van Reypen entered the navy as an 4as- 
sistant surgeon in 1861. After a short period of duty 
at the hospital at the Brooklyn Navy Yard, during 
which time he received his medical degree from New 
York University Medical School (1862), he was sen! 
to take charge of the naval hospital at Key West. 
He found 53 patients ill of yellow fever, which hat 
killed his predecessor. With only one nurse to help 
him he took charge of the hospital until the end of 
the Civil War. 

In the following 20 years he served with every 
naval squadron and in nearly every naval station, 
and made a remarkable record for improving the 
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health of the men he supervised. In 1895 he was 
called to Washington to the post of medical director 
of the navy. He had been virtual] head of the navy’s 
medical department for some time and had repre- 
sented the United States at several important inter- 
national health conferences, including the Interna- 
tional Medical Congress at Moscow. | 

ile was appointed surgeon-general of the navy in 
1897, on the eve of the Spanish-American War. His 
administration of his department won him a high 
reputation at home and among foreign naval officials. 
for he was almost the only department head in either 
the army or navy who went through the conflict 
uncensured. Due to his foresight, the Solace, the 
first naval hospital ship, had been ready before the 
outbreak of the war. Its value was clearly shown 
in the naval engagements of the war and the idea 
was closely copied by other nations. 

Admiral Van Reypen was a member of the Metro- 
politan, Washington, Chevy Chase and University 
clubs of Washington, and also of the Sons of the 
American Revolution and the Loyal Legion. 


THE SKIN MAN 


O some may sing the surgeon’s skill, he wields a 
wicked blade; 

While not a few prefer G. U., ’tis not a tidy trade; 

Pure Science has her acolytes, a brave, devoted band, 

But I'd rather be a skin man and with the skin men 
stand, 


Outside the throat room’s dreadful door the knitting 
women wait, 

While all unseen the guillotine keeps up its ghastly 
gait; 

Like plums upon the dewy grass the tender tonsils 


ail, 
But either they or adenoids intrigue me not at all. 


The skin man never is aroused as breaks the morning 
pale 

By vehement parturient or ailing infant’s wail, 

Nor is he snatched from Morpheus’ arms, from some 
delicious dream, 

To aid an old prostatic case who cannot start his 
stream. 


aT broad expanse of desk, mayhap of tropic 

teak, 

He views the rash and takes the cash and does it 
week on week. 

His mind is calm, his spirit blithe, his future is 
assured, 

For though his patients oft return they’re never 
quickly cured. 


With ointments bland he tries his hand to soothe, 
but ere too late, 

If soothing makes them worse again, then he can 
stimulate; 

If stimulation aggravates, his course runs ever 
smooth, 

For he can cease to stimulate and start once more 
to soothe. 


No paladin of Arthur’s age, no gleaming, crested 
knight 

of . Romance had such a chance his lady to de- 
ight; 

For him that blush of damask rose, for him that 
downeast eye 

Who drives the ringworm from her cheek, the itch- 
mite from her thigh. 


So farewell, dermatitis, from you forever free; 
oe the bugs that bite us, the louse, the tick, 
ie flea; 
Edema, erethyma, pruritis anj too— 
Like driven snow from head to toe we bid you all 
adieu. 
ANON. 


CORRESPONDENCE 


HEALTH EXAMINATIONS 


| Worcester, Mass. 
Editor, Boston Medical and Surgical Journal: 


As one who is very much interested in public 
health work I wish to compliment Dr. Lee and his 
Committee on Health Examinations for the excellent 
report printed in the November 6 issue of the Jour- 
NAL, 

For several years I have been urging my patients 
to have a yearly examination and from that rather 
limited experience I would like to make a few sug: 
gestions. 

I would like to adopt their blank as published, 
with a few additions, namely: 

1, Enlarge the history blank by asking for more 
detail in regard to dietetic habits. It is almost axio- 
matic that faulty dietetic habits are the cause of a 
great deal of chronic disease. 

2. Enlarge the history blank still farther by ask- 
ing for more detail in regard to individual habits of 
exercise. 

3. In the examination blank add a space for tem- 
perature record, recent gain or loss in weight, girth 
of chest and abdomen, and result of rectal or pros- 
tate examination. 

I would like to suggest also that the committee 
prepare a small folder, with cuts if possible, for the 
office table and for mailing to patients with the 
monthly bills, which would give in a simple but con- 
vincing way the benefits of the annual examination. 

Possibly this might find its way into the monthly 
bulletins of the Chamber of Commerce and other semi- 
social or fraternal organizations, and in that way 
get a widespread publicity of this modern method of 
life extension. 

Further I would suggest our medical schools in 
their extension courses give a few lectures and clini- 
cal demonstrations to the general practitioner how 
best to make this examination and thus stimulate 
him to look for minor deviations from the normal 
and make him more keen in his discovery of the very 
beginnings of what may be disease. 

I hope that this report will be accepted and the 
committee instructed to continue its study of the 
subject, 

Yours truly, 
Roy J. WARD. 


DR. DE GERIN AND HIS PNEUMONIA SERUM 


The New York Academy of Medicine 
December 13, 1924. 
Editor, Boston Medical and Surgical Journal: 

I have been asked to make reply to your inquiry 
of December 9 regarding Dr. De Gerin. 

I have just had an interview with Dr. De Gerin 
and have learned from him that he has as yet made 
no plaus to present to the profession in New York 
his experiences in the use of the serum for the treat- 
ment of pneumonia. He told me that he had devel- 
oped such a serum and seemed very enthusiastic as 
to its possibilities. I gather that he hopes to have 
the opportunity of reading a paper on the subject 
before some medical society. 

He is stopping at the Hotel Plaza and expects to 
remain in New York for some little time. 

Very truly yours, 
FREDERICK P. REYNOLDs, 
Medical Secretary. 


Nore—- Our readers may remember a sensational 
statement in the Boston papers setting | forth that 
Dr. De Gerin had returned from abroad with a serum 
which he had perfected for the cure of pneumonia 
and would demonstrate the use of this serum under 


the auspices of the New York State physicians. 
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LONDON LETTER 
(From Our Own Correspondent) 


JUBILEE CELEBRATIONS OF LONDON SCHOOL OF MEDICINE 
FOR WOMEN 


Fifty years ago the London School of Medicine for 
Women was founded by Dr. Sophia Jex Blake, one 
of the three pioneer women doctors of England—the 
others being Elizabeth Blackwell, the first to gradu- 
ate in medicine from Geneva University, New York 
State, and the other being that very distinguished 
physician, Dr. Elizabeth Garrett Anderson. 

On the evening of October 24 the first of these 
jubilee celebrations took place, in the form of a ban- 
quet at the historic Guildhall in the city of London 
and where women had never before acted as hosts, or 
rather hostesses, at such a function. Over this gath- 
ering of more than 600 Dr. Mary Scharlieb, the 
dean of the medical women of England and presi- 
dent of the School of Medicine for Women in London, 
presided. Dean Inge, of St. Paul’s Cathedral, known 
in all parts of Great Britain as the gloomy dean 
because he is not afraid to tell the truth in an out- 
spoken manner, proposed the toast “Women's Work’ 
and eulogized what they had done and what they 
were doing, with certain reservations. Lady Barrett, 
one of the best known women members of the medi- 
cal profession in this country, pointed out that most 
people were coming to see that public work done 
by one sex was rather like work done by a person 
blind in one eye. Two eyes were required, looking 
at things from a slightly different angle. In time to 
come the whole world would, she thought, realize 
that what these difficult times required was the vision 
that came from complete humanity, and not the 
vision that came from the work of either one sex 
or the other. Mrs. Fawcett, sister of the late Dr. 
E. Garrett Anderson, and widow of the late blind 
Postmaster-General, Mr. Henry Fawcett, and hersel! 
one of the most able literary women of the time, 
said that at the International Conference of Medical 
Women held in London last July, a distinguished 
medical man said to her that the difference between 
men and women doctors was that the former dealt 
with the symptoms and consequences of disease, 
whereas women looked for the cause and for its 
prevention. That was the most tremendous compli- 
ment he could have paid to women. Professor G. A. 
Gardner, vice-chancellor of the University of Lon- 
don, proposing the toast of the London School of 
Medicine for Women, said the school began with 14 
students and now had over 400. Out of the 2000 
women on the medical register in Great Britain, 1100 
owed their training to the school. Miss Aldrich 
Blake, dean of the school, replied. Professor Wini- 
fred Cullis submitted the toast of the chairman, and 
Dr. Mary Scharlich in reply said that they were not 
anxious as to the future of the school, and the medi- 
cal profession could be satisfied that women would 
play the game and maintain its good traditions. 

On the afternoon of October 25 a great thanksgiv- 
ing service, attended by Princess Beatrice and Prin- 
cess Arthur of Connaught, was held in St. Paul’s 
Cathedral to celebrate the jubilee of the London 
(Royal Free Hospital) School of Medicine for Women. 
As the service opened a long profession of profes- 
sional women entered the nave, headed by three 
students of the school, Miss E. Clarke, Miss V. Small- 
piece and Miss G. Wilkins, the three nieces of Dr. 
Sophia Jex Blake, the founder of the school; Miss 
Katherine Jex Blake, late head of Girton College, 
Cambridge University, and Miss Henrietta Jex Blake, 
principal of Lady Margaret Hall, Oxford; Mrs. Faw- 
cett, LL.B., sister, and Dr. Louisa Garrett Anderson, 
daughter of the late Dr. Elizabeth Garrett Anderson; 
Professor Sir Charles Sherrington, president of the 
Royal Society; Lord Dawson of Penn; Sir William 
Hale-White; Lord Riddell, president of the Royal 


Free Hospital; Mr. James Berry, consulting surgeon 
to the Royal Free Hospital; Dr. A. Louise Mellroy. 
professor of obstetrics, and Lady Barrett, consulting 
physician for diseases of women; Dr. Mary Selir- 
lieb, president, Miss Aldrich Blake, dean, and \iss 
Louie Brooks, warden, of the school; Sir St. Clair 
Thomson, Miss Frances Ivens, Dame Janet Campbell! 
of the Ministry of Health; Sir Humphrey Rolleston, 
president of the Royal College of Physicians. ‘The 
lesson was read by Dean Inge, and during the service 
a tribute in the following words was paid to women’s 
work and service by the Archdeacon of London: 
“Through the ages there have been women in spirit 
born before their time. They had vision and faith, 
and by their toil and sacrifice, by their persistence 
and courage, opportunities for women in training 
have been won. Three pioneers opened the doors of 
medicine to women: Elizabeth Blackwell, Elizabeth 
Garrett Anderson, and Sophia Jex Blake. With love 
and reverence our hearts turn to them.” The sermon 
was preached by the Bishop of Lichfield. 


With regard to the School of Medicine for Women 
in London, it may be stated that at the end of fifty 
years’ service, during which time the school has had 
no endowments for chairs, it is still free from debt. 
But in view of the necessity for providing for its 
women medical students medical education of the 
highest standard, it is felt that the dangers to effi- 
ciency which are always present when teaching is 
financed solely out of a yearly income liable to sud- 
den and unexpected fluctuation should be removed. 
Accordingly an effort is being made to raise an en- 
dowment fund of £50,000 to endow three chairs, in 
anatomy, physiology, and pathology. These will be 
named after Elizabeth Blackwell, Elizabeth Garrett 
Anderson and Sophia Jex Blake. The fund now 
stands at £26,000. 


SIR ARBUTHNOT LANE, BART., M. S., LONDON, EDITOR OF 
THE PRACTITIONER 


Sir Arbuthnot Lane, the well-known London sur: 
geon, has accepted the editorship of The Practitioner. 


A remarkable book has been published recently 
by Regan, Paul Trench, Trubner & Co., E. P. Dutton 
& Co., New York. The book is written by Dr. F. G. 
Crookshank of London and it has the somewhat 
quaint and quite arresting title of the Mongol in Our 
Midst, a study of man and his three faces. Dr. 
Crookshank brings forward if not absolutely con- 
vincing at any rate a mass of fresh evidence in favor 
of a threefold origin of the human race. There are 
in the world three human stocks corresponding to 
the great types of the great ape. The book is con- 
cerned with those numerous people of non-Mongolian 
race who have many of the physical characteristics 
of the Mongol race and who live in civilized coun- 
tries and of course in America. However, a long 
review of this book is out of place in this letter, and 
it must suffice to say that Dr. Crookshank’s hypoth- 
esis is worked out lucidly and ably, and the book 
provides fascinating reading for that large number 
of persons interested in the descent of man. ‘The 
book is only of slightly over one hundred pages, but 
it puts the case in a nutshell. 


REPORTS AND NOTICES OF MEETINGS 


WORCESTER DISTRICT MEDICAL SOCIE- 
TY, WORCESTER, MASSACHUSETTS 
December 9, 1924. 

THE January meeting of this Society wil! be 

held on the 14th (not 7th as previously an- 

nounced in the JourNAL). It will take place at 
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‘ve Woreester City Hospital. Dr. Royal P. Wat- 
cons will read a paper on ‘‘The Doubtful Ab- 
jomen,’’ and Dr. Lewis Gregory Cole’s motion 
sictures of stomach and duodenum will be 
Very truly yours, 
H. Cook, M. D., 
Secretary. 


ESSEX NORTH DISTRICT 
SOCIETY 


‘Tie 83d semi-annual meeting of this society 
will be held in Centre Church vestries, Main 
Street, corner of Vestry Street, opposite City 
Hall, Haverhill, Mass. (Tel. 548), Wednesday 
Jan. 7, 1925. 

Dinner will be served at 12:30 sharp. 

Following the dinner the business meeting 
will oceur, after which these papers will be pre- 
sented : 

1. James Warren Sever, M.D., of Boston, 
Instructor in Orthopedic Surgery at Harvard 
Medical School, upon ‘‘Baek Lesions Due to 
Industry and Disease,’’ with lantern slides 
(40 minutes). 

2. Francis D. Donoghue, M.D., of Boston, 
Medical Adviser to the Industrial Accident 
Board, upon ‘‘Medieal Aspects of the Work- 
men’s Compensation Act’’ (20 minutes). 

3. Mr. Wm. W. Kennard of Somerville, 
Chairman of the Industrial Accident Board, 
upon ‘‘Administration of the Workmen’s Com- 
pensation Act’’ (20 minutes). 

4. John W. Cronin, Esq., of Boston, Vice- 
president and general counsel for the Liberty 
Mutual Insurance Co., of Boston, upon ‘‘Rela- 
tions Between Insurance Companies and Physi- 
cians’’ (20 minutes). 

Diseussions are invited upon the above mat- 
ters at the end of the program (3 minutes to a 
discussant ). 

The Annual Assessment may be paid at this 
meeting ($8.00). 

Some copies of the History of the Massachu- 
setts Medical Society, by its Secretary, W. L. 
Burrage, M.D., of Brookline, are still unsold. 
Additional orders may be placed with the See- 
retary of Essex North. The price is $6.00. 

J. Forrest BurnuamM, M.D., 
Secretary. 
Cuas. S. Benson, M.D., President, 
Dee. 30, 1924. 


OF SUFFOLK DISTRICT MEDI- 
CAL SOCIETY 


_-A\ MEETING of the Suffolk District Medical So- 
“ty was held at the Boston Medical Library, 
PR 17, 1924. Dr. Roger I. Lee pre- 
siaed, 

_ Dr. Paul White, the speaker of the evening, 
‘ook up the drug treatment of heart disease. 


Digitalis, strophanthin, quinidine, the nitrites 
and adrenalin are the only drugs with specific 
action upon the heart of therapeutie value. The 
other drugs of the digitalis series are either 
mert or of lesser potency than digitalis, and 
more toxic in therapeutic doses. Camphor has 
recently been shown to be useless in congestive 
heart failure. Strychnia is ineffective probably 
even as a mild cardiae tonic; adrenalin is a 
drug which, given directly into the heart muscle 
or ventricles, may act as a eardiae stimulant in 
an emergency. 

The indications for the use of digitalis are 
(1) congestive failure, (2) auricular fibrilla- 
tion, with or without failure, and (3) doubtful 
cardiac insufficiency where the drug is used as a 
therapeutie test. Congestive failure must be 
carefully differentiated from effort syndrome in 
which digitalis is contraindicated. The admin- 
istration of digitalis is still frequently faulty. 
Enough must be given to obtain complete sat- 
uration, either over a short or a comparatively 
long period. The amount of the drug necessary 
for digitalization is 1144 grains of the leaf (or 
15 minims of the tineture) for every 10 pounds 
weight. That is approximately 22 grains for a 
150-pound individual. The patient exeretes 
daily about 11% grains of the drug which must 
be added to the total given, if digitalization is 
to be accomplished over a number of days. If 
the patient is to be saturated rapidly he should 
be under close observation. The dried leaf is 
the most dependable and convenient form in 
which to give the drug, in pills, each containing 
114 grains. The tincture is less reliable, both 
because it is less constant in potency and be- 
cause it is usually given inaccurately by drops; 
the drop usually represents only 1/3 to 4% of a 
minim. When the tincture is prescribed it 
should be given in doses measured in minims 
and ten times the dose of the dried leaf. Digi- 
talis in aqueous solution may be given by 
rectum. 

There are two indications for quinidin€: 
(1) to prevent recurrent paroxysms of paroxys- 
mal fibrillation. Three grains as a test dose, 
followed by 6 grains a day, sometimes for months 
or years, nay prevent these recurrent attacks. 
(2) In permanent fibrillation of recent onset 
(six months or less) in the absence of eardiae 
failure or marked cardiac damage. In these 
cases the same test dose is given, followed for 
the next week by 30 grains a day (5 doses of 6 
erains each) unléss normal rhythm recurs soon- 
er. It is important to see the patient each time 
before the next dose is given to exclude toxic 
symptoms: vomiting, exhaustion or extreme 
tachyeardia. There is always some Increase of 
the pulse rate under quinidine before the re- 
sumption of normal rhythm. — After normal 
rhythm has been obtained quinidine should be 
given in doses of 6 grains a day for some weeks. 
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(3) In paroxysmal tachycardia. Dr. White 
has had some measure of success in preventing 
recurrences in a third to a half of his forty 
cases so treated. Quinidine is also worth try- 
ing in auricular flutter. In the cases of 
paroxysmal fibrillation the patients experience 
marked relief from palpitation, but eardiae fail- 
ure itself is not greatly influenced by the re- 
sumption of normal rhythm. 

The discussion was opened by Dr. Henry 
Jackson who spoke a word against the very 
rapid method of digitalization. He described 
an unusual case of digitalis poisoning in which 
the pulse rate was 30 and the patient com- 
plained of yellow vision. Dr. Jackson has seen 
no benefit in bacterial endocarditis from cacody- 
late of soda or from vaccines. 

Dr. Hamilton said that some cases of recur- 
rent fibrillation have resisted all methods of 
treatment, including quinidine, until relieved 
of thyroidism. Dr. Levine again emphasized 
the difference between the minim and the drop. 
He sounded a note of warning with regard to 
indiscriminate quinidine therapy, mentioning 
three cases at the Peter Bent Brigham Hospital 
which died during quinidine administration. 
He reported three patients with Stokes-Adams’ 
disease with ventricular standstill and epilepti- 
form attacks, who were markedly benefited by 
barium chloride in 30 milligram doses, the 
barium causing increased irritability of the ven- 
tricular muscle. 

Dr. Pratt and Dr. White closed the discus- 

sion. 


BERKSHIRE DISTRICT 


A MEETING of this society was held at Park 
Club, Pittsfield, Tuesday, December 30th. 

Speaker, George Burgess Magrath, M.D., 
Medical Examiner of Suffolk County twenty- 
five years. Subject, ‘‘Experiences of a Medi- 
ea] Examiner in Murder Cases.’’ 

The Berkshire Bar Association was invited 
to meet with the physicians. 


WACHUSETT MEDICAL IMPROVEMENT 
SOCIETY 


Tue Wachusett Medical Improvement Socie- 
ty held its monthly meeting at Holden District 
Hospital on the evening of December 3rd. 

After a substantial banquet served by the 
Nursing Staff of the Hospital, the meeting was 
called to order by the President, Dr. F. H. 
Washburn. The usual routine business was 


transacted and interesting cases reported by sev- 
eral members of the Society. 

The Society was favored with a paper by Dr. 
J. W. O'Meara entitled: ‘‘Sacro-Iliae Strain.’’ 
Dr. O’Meara brought out the point that all low 
back pains are not sacro-iliae. His talk was il- 
lustrated by several X-ray pictures. 


Dr. R. S. Perkins also favored the Society 
with a paper entitled: ‘‘Treatment of Fractures 
of the Femur,’’ which was illustrated by lan- 
tern slides of fractures with splints applied. 
X-ray pictures, before and after reduction, 
were shown. | 

The papers were freely discussed. 

The next meeting of the Society will be held 
January 7th, at Worcester, Sally Louise Tea 
Room, 36814 Main Street, at 8 P. M. Dr. 
Frank H. Lahey of Boston will give a paper on 
‘‘Management of Thyroid Disease.’’ 


SOCIETY MEETINGS 


Essex North District Medical Society 


January 7, 1925. Semi-annual meeting at Haverhill. 
May 6, 1925. Annual meeting at Lawrence. 


Franklin District Medical Society 


The meetings of the Franklin District Medical Society will be 
held on the second Tuesday of January, March and May. 


Hampden District Medical Society 
Meetings to be held on the third Tuesday of January and the 
third Tuesday in April. 


Hampshire District Medical Society 
The meetings will be held the second Wednesday of November, 
January, March and May. 


Middlesex East District Medical Society 


Wednesday, January 21. Harvard Club. Dr. Franklin K. 
White, “Diagnosis of Gall-Bladder Disease.” 
ednesday, March 18. Harvard Club. Dr. John H. Cunning- 
ham, “Urinary Retention: Ivs Significance and Treatment.” 
Wednesday, April 15. Harvard Club. 
Wednesday, May 13. Colonial Inn, North Reading. 


Middlesex North District Medical Society 


January 28, 1925. 
April 29, 1925. 


Middlesex South District Medical Society 
Winter Schedule—The plans for winter meetings of the Soci- 
ety include the stated meetings in October and April, two hos- 
pital meetings, and five meetings to be held in conjunction with 
the Suffolk District Medical Society and the Boston Medica! 
Library (two surgical, two medical, and one general). 


Norfolk District Medical Society 

January 27, 1925. Masonic Temple. Subject: ‘“‘Some Trends 
of Medical Teaching and Medical Practice.” Speakers: Drs 
A. S. Begg and W. P. Bowers. 

February 24, 1925. Masonic Temple, Subject: “The Need of 
Periodical Physical Examinations and How to Make Them.” 
Speaker. Dr. Francis H. McCrudden. A _ second speaker will 
be selected to present another subject at this meeting. 

March 31, 1925. Tufts College Medical School. This meeting 
given over to Drs. Leary and Watters for the purpose of giving 
us a medical examiners’ talk. 


Norfolk South District Medical Society 
Meetings will be held the first Thursday of each month from 


October to May, inciusive, at 12 noon, at the Norfolk County 
Hospital, South Braintree. 


Suffolk District Medical Society 

January 28. General meeting, in association with the Boston 
Medical Library and the Middlesex South District Medical Soci- 
ety. “Some Experiences of a Medico-legal Pathologist’ (lan- 
tern slides), Dr. George B. Magrath 

February 25. Surgical Section, in association with the Middle- 
sex South District Medical Society. “Pyelonephritis,”” Dr. Arthur 
H. Crosbie. 

March 25. Medical Section, in association with the Middlesex 
South District Medical Society. “The Treatment of Pneumo- 
nia,”’ Edwin A. Locke. 

April 29. Annual meeting. ‘Hypertension and Longevity,” 
Dr. Harold M. Frost. 


Worcester District Medical Society 

January 7, 1925. Surgical meeting. Place, subject and 
speaker to be announced. 

February 11, 1925. Memorial Hospital, Worcester. Papers 
will be read by the members of the hospital staff. 

March 11, 1925. St. Vincent's Hospital. Worcester. Papers 
will be read by the members of the hospital staff. 

April 9, 1925. Subject and speaker to be announced. 

May 14, 1925. Annual meeting. 
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